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BIG GOVERNMENT AND SOME OF 
ITS EFFECTS ON PRIVATE 
PRACTICE * 
F. J. L. BLASINGAME, M. D. + 
WHARTON, TEXAS 

Shakespeare observed that “There is a 
tide in the affairs of men”’—There can 
be little room for debate that there is a 
surging tide in the affairs of men of our 
time; and our country is deeply involved, 
as is each of her citizens—inescapably in- 
volved—whether he chooses to be or not 
to be, whether he be rich or poor, bright 
or dumb, different or indifferent. 

One of the features of our time is Big 
Government; and in this particular fea- 
ture, America leads all other nations. This 
Bigness is of fairly recent origin—twenty- 
five to thirty years’ duration, is deeply 
entrenched, and appears to be getting big- 
ger. This increase in size is the result of 
changes in our society—perhaps as our 
country has moved from a simple agrarian 
society to more of an industrial, urban 
nation. 

Too, in my judgment, there are changes 
in ourselves—in the faith, the motives, 
the ideals of our citizens. In the last an- 
alysis, our Government is but a reflection 
of our people. 

This Bigness of Government influences 
almost every aspect of our Society, in- 
cluding American medicine as we have 
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known it, and has certain implications 
concerning the institution of private prac- 
tice, which has for years been the prevail- 
ing mode of delivery of medical services 
to our citizens. Is the institution of 
private practice in jeopardy? I think so; 
and I believe we are in danger of losing 
the great values we have cherished. It is 
timely and in the public interest that we 
review the situation and point up the 
signs and probable ill-effects that could 
result. 

To return to the question of Big Gov- 
ernment, let us recall that our nation was 
originally founded on the proposition that 
Governments are for the people, potential- 
ly dangerous, and should be small, and 
limited by law. Our forefathers came 
principally from Europe where govern- 
ments had preyed upon the people, taxed 
them, governed them rigidly, and limited 
the individual responsibility and personal 
freedom. Shortly, after establishing them- 
selves on this land, except for an original 
effort of socialism which failed miserably, 
the concept grew that men were equal 
unto God, free, and responsible as individ- 
uals. This challenging way of living, 
though not easy, was found to be pro- 
ductive and to bear fruit. The Government 
of Great Britain decided to gather a good- 
ly share of the profits and launched on 
a program of high taxes and stouter reg- 
ulations on trade. The Revolutionary War 
was the result and established our land. 

A limited government came into being 
with its checks and balances between the 
Executive, Legislative, and Judiciary. The 
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results are history; a nation grew in 
wealth and developed an industrial plant 
such as had never been seen on the face 
of this earth. Personal freedom, which has 
been a scarce ingredient in human history, 
reached an unprecedented high level; and 
the attendant values of life for the vast 
majority of our citizens have been legion. 

However, in January, 1913, a_ break- 
through occurred in the passage of the 
16th Amendment to our Constitution—the 
income tax amendment; and it has changed 
things! 

This break-through was the legal basis 
for the federal government to remove in- 
come from the individual and place it in 
the hands of the state and reflected a 
fundamental alteration in philosophy— 
which for the first time in our land gave 
expression to the idea that it was in the 
public interest to take wealth from in- 
dividual citizens and place it at the dis- 
posal of government. The use of this law, 
more than any other mechanism, has al- 
tered our very society. I recommend for 
your serious reading a thoughtful book, 
The Income Tax, The Root of All Evil 
by Frank Chadarov. As he points out, 
“Socialism without the 16th amendment is 
impossible, and with the 16th amendment 
socialism is inevitable.” 

This Constitutional Amendment gave 
legal authority to the Marxian doctrine 
“from each according to his ability; to 
each according to his need.” A recent pub- 
lic opinion survey of high school students 
showed that 55 per cent of them today 
subscribed to this Marxian doctrine. 
America has gone a long way on the road 
to complete socialism. 

This legal basis to gather wealth has 
given us the largest and most powerful 
government on earth. All of the branches 
of our government have become big. The 
Legislative effort is grandiose. The last 
Congress considered 16,470 bills, 407 of 
which had medical or public health im- 
plications. It is impossible for even the 
most conscientious congressmen to keep 
completely informed; in fact, it is likely 
impossible to keep accurately informed 
about the activities of one or more com- 


mittees on which a congressman may be 
serving. The congress is log-jammed with 
bills to extend the services of government 
in hundreds of ways. 

Life is seldom perfect for any of us; 
and there are the do-gooders, the social- 
ists, and the politicians among us who see 
in this vast collection of wealth an oppor- 
tunity to correct some of the inequities of 
life and to make the lot of mankind better. 

As a result of this rush to get hold of a 
portion of this wealth, spending has gone 
up and up; and taxes are at an all-time 
high, averaging about 30 per cent of all 
income, at which level the law of dimin- 
ishing returns sets in. Further, our pub- 
lic debt is higher than ever before—281 
billions—with little thought or hope being 
given to repaying it. Our government is 
habitually given to deficit financing and 
has not lived within even the expanded 
budget since 1931. Yet, Sir Anthony Eden 
has announced that Great Britain will live 
within her budget this year. We should 
remember history that those nations who 
live in the financial red have often shortly 
spilled red blood in battle. 

As a part of this expanding govern- 
ment, our congress in recent years has 
given to writing laws that are exceedingly 
complex. These bills go on and on for 
many pages trying to define the purposes 
and conditions under which the law will 
apply. Finally, to “clinch” the matter, 
the bill provides that “it shall be the 
responsibility of the administrator to es- 
tablish such rules and regulations as to 
carry out the intent of this act.” Where- 
upon, the various bureaucrats, given the 
responsibility, set up regulations which, 
when unchallenged in court for six months, 
become the law of our land. By this mech- 
anism laws are established through direc- 
tion and administration by unelected rep- 
resentatives. 

In the Judicial branch of our govern- 
ment, the courts are filled with test cases, 
and lawyers are attempting to get de- 
cisions of law which are highly technical 
and involved—and appear to be becoming 
increasingly so. 

The Executive Branch of our govern- 
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ment has grown like Topsy—and far 
exceeds its original dimensions. As 
thoughtful citizens, we must watch our 
Defense Department because of its im- 
mense expenditures and profound influ- 
ence, the Department of Health, Educa- 
tion, and Welfare, and the State Depart- 
ment—this latter, along with other special 
agencies under the Executive Branch hav- 
ing vast effects in the international field 
and engaging in agreements and arrange- 
ments which often compromise our funda- 
mental principles. Our one-world enthusi- 
asts—who are in the drivers’ seats— seem 
blind to some of the inherent dangers 
which appear obvious to other observers 
who question the wisdom of attempts of 
world government at this stage of world 
development. 

Can our country better serve all man- 
kind by remaining free and strong? This 
question is one of the fundamental issues 
of the day. 

American medicine is involved in Big 
Government—which is attempting to alter 
the environment in which medicine is 
being practiced. 

A large number of our citizens appear 
to feel that it would be in the public in- 
terest to have medical care a function of 
the state; to have physicians employed by 
the government as civil servants just as 
postal employees. Many of these people 
are sincere do-gooders and others are 
confirmed socialists. Naturally, the poli- 
tician listens with a certain amount of 
eagerness since such medical care by the 
government would give him more influ- 
ence over the lives of “the people” whose 
vote he is soliciting. 

These people may not recall that experi- 
ences in many areas of the world have been 
to the contrary—that governmental medi- 
cal care has not been better distributed, that 
it has been abused, that it has been costly 
to the government, that it has lost much 
of its human and personal touch, and that 
it has deteriorated in application and in 
research; has grown stale and sterile. 

In our country, we see increasing pres- 
sure through government money for ex- 
pansion of medical care. Where federal 


money goes, also goes—by supreme court 
ruling—federal control and direction. Ac- 
cording to the Report of the Medical Task 
Force of the Hoover Commission, our 
Federal government has accepted all or 
part of our citizens. This number is large- 
ly in the veteran and military obligations. 
Pressure for further expansion is persist- 
ing in the form of more money for addi- 
tional facilities and personnel. The doctor 
draft is requested again. At the same time 
the military is desirous of expanding care 
to the dependents of military personnel. 
In evaluating any such expansion of gov- 
ernmental medicine, we must consider 
the effects on the over-all care of the 
American people. It is not in the public 
interests to allow the military demands 
to expand so as to deplete the necessary 
medical manpower required for good civil- 
ian care. 

Social Security in other nations has ex- 
tended its function to include varying de- 
grees of medical care; and the _ basic 
mechanism is already established here and 
is capable of expansion in our country 
to take over private practice. 

American medicine is strong scientific- 
ally but is being challenged by govern- 
ment which is establishing large insti- 
tutes of health, research facilities, grants, 
and training facilities. But the major 
challenges from government come in the 
socio-economic field. 

Voluntary health insurance in the past 
fifteen years has grown to be a major 
mechanism for financing the cost of ill- 
ness. Yet, we see government attempting 
to get into the act by way of the so-called 
re-insurance bill, which legislation is un- 
necessary and ill-drawn. If it is not sub- 
sidy, it will not reduce the cost of insur- 
ance and will not sell it to the unwilling 
buyer; if this proposed law is subsidy, we 
want none of it, since it would put gov- 
ernment in a field that is already dealing 
effectively with its problems. 

There have for years been proposals 
that the federal government help to fi- 
nance the cost of medical education 
through grants to medical schools and 
scholarships to students; but American 
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medicine has not favored such procedures 
because of the real dangers of influence 
by regulation and stipulation of the con- 
ditions of granting federal funds. We 
must not jeopardize or compromise the 
freedom of medical education in our coun- 
try. 

No real emergency situations exist to- 
day to warrant the further expansion of 
federal medicine; and we must be on the 
alert to see that no unnecessary expan- 
sions take place. Instead, we must fight 
to cut taxes, even consider the possibility 
of limiting or abrogating the 16th amend- 
ment, so as to leave adequate financial re- 
sources at the local or state level. 

Much of the so-called high cost of med- 
ical care is in the cost of hospital opera- 
tion—which has gone up 700 per cent dur- 
ing the last fifteen years, mostly from 
increased labor costs. The amount paid 
out by the American consumer of medical 
services has been relatively constant and 
has continued about 4.5 per cent of the 
total income. A great deal of the increase 
in costs has been the result of inflation- 
ary effects which have been brought about 
by the very fiduciary policies of credit 
inflation by our national government. 

The institution of private practice in 
our country has an enviable record and 
needs to be more widely appreciated by 
the average citizen. Its advantages and 
virtues must be pointed up by those per- 
sons who understand and know the facts. 
It behooves the medical profession to ac- 
cept leadership in educating the public re- 
garding the advantages of American medi- 
cine as applied in our society today. 

Further, it is the obligation of every 
educated person to take the responsibili- 
ties of citizenship more seriously. The phy- 
sician and his family must exercise leader- 
ship and attempt to live the role of the 
informed, complete citizen. 

We cannot combat communism with big 
armies or propaganda alone. We must 
fight and gain strength out of the knowl- 
edge that our way of life is better and 
more valuable. America has developed an 
inferiority complex. Americanism is the 
most engaging and challenging philosophy 


that has been proclaimed on the face of 
the earth; and we must believe it so and 
cherish it and expound it. 

As George Benson says, ““Man’s loftiest 
ambitions during six thousand years of 
recorded history have been (1) to under- 
stand and live acceptably before his God; 
(2) to enjoy personal freedom; and (3) 
to have the material necessities of life. In 
America we have developed a new way 
of life under which we have achieved all 
three of these goals to an extent that no 
one of them was enjoyed anywhere else 
for very long, and to a degree that they 
have never before been experienced, in 
combination, by any segment of the hu- 
man race. We must make these facts 
known, proudly, to our children’”—and to 
all mankind. 

If America is to maintain a position of 
leadership in this modern world, we must 
lead not only in things material but also, 
and more importantly—in philosophy and 
things of the spirit. As educated and re- 
sponsible citizens, men and women of 
American medicine will accept the chal- 
lenge and measure up intelligently and 
courageously. 
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ACUTE INTESTINAL OBSTRUCTION 
—A RE-EVALUATION OF THERAPY; 
REVIEW OF THIRTY-ONE YEARS AT 
A UNIVERSITY HOSPITAL 
(1923 - 1953) * 

MORTON J. TENDLER, M. D. + 
ROBERT S. CARTWRIGHT, M. D. + 
MEMPHIS, TENNESSEE 

The extensive literature on acute intes- 
tinal obstruction is an indication of its 
multiplicity of problems as well as _ its 
numerous causes and sequelae. The bibli- 
ographies summarized by McIver in 1933,° 
and Wangensteen in 1937,'* reveal how 
much of great value in clinical observation 
and research had been contributed up to 
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the time of their writings. If we consider 
the thousands of articles written up to 
the time of their two publications volumi- 
nous, the impetus provided by the newer 
concepts established since the early 1930’s 
has inspired articles in all languages too 
numerous to attempt tabulation or count. 

Acute bowel obstructions, protean in their 
pathological entities, with their abnormal 
physiology and chemical imbalances re- 
main a challenge yet not completely en- 
gaged. Though great strides have been 
made in early diagnosis, correction of 
fluid electrolyte imbalance and blood vol- 
ume deficiencies, intestinal decompression 
and operative management, the most valu- 
able recent adjunct has been the free and 
intensive use of the antibiotics. Slowly 
rising over the horizon are a number of 
tetracycline derivatives which may soon 
replace the two so well tolerated: penicil- 
lin and streptomycin. 

SCOPE OF THIS REPORT 

This study, similar to numerous other 
statistical reports from other medical cen- 
ters, comprises group evaluations in refer- 
ence to changing concepts and the periods 
of years following their employment. In 
the thirty-one years reviewed there are 
2508 cases: 581 (1923 to 1932); 1148 
(1933 to 1946) ; 684 (1947 to 1953). 

The first period, 1923 to 1932 inclusive, 
(Table 1), comprises ten years of frustra- 














TABLE 1 
SUMMARY OF S581 CASES OF ACUTE INTESTINAL 
OBSTRUCTION (ALL TYPES) 
1923 TO 1982 INCLUSIVE 

Mortality 

Year Cases Recoveries Deaths Rate 
1923 56 22 34 60.70% 
1924 33 15 18 54.54% 
1925 47 23 24 51.08% 
1926 38 15 23 60.50% 
1927 53 27 26 49.05% 
1928 63 31 32 50.79% 
1929 67 36 31 46.26% 
1930 57 31 26 45.60% 
1931 77 42 35 45.32% 
1932 90 43 47 52.22% 
Totals 581 285 296 50.94% 





tion and confusion, where an occasional 
patient received subcutaneous or intraven- 
ous saline, a rare transfusion and, even 


less frequently an indwelling Levin tube 
inserted into the vast recesses of a greatly 
distended stomach. It must be noted here, 
however, that surgery of intestinal ob- 
struction was always considered to be an 
emergency — that delay was dangerous. 
This latter factor became somewhat cloud- 
ed when soon were introduced, in the sec- 
ond period of this report, the principles 
of decompression; studies often too pro- 
longed, of chemical and fluid imbalance; 
and sometimes the operation too long de- 
layed. The statistics for the ten year 
period were found to be 50.9 per cent." 
Though it now seems prohibitive, the re- 
sults compared quite favorably with the 
reports from other and similar institu- 
tions. The John Gaston Hospital is the 
charity hospital of Memphis and Shelby 
County and the teaching institution of the 
University of Tennessee. The _ indigent 
patients number approximately 80 per cent 
colored and 20 per cent white. The ma- 
jority of patients with acute intestinal 
obstruction, then as now, are seen upon 
admission to be in critical condition, in 
states of extreme nutritional as well as 
electrolyte depletion. There were 581 cases 
studied in the first series with 296 deaths. 
In 1929, three years earlier, C. Jeff 
Miller * reported a series of 343 cases with 
a mortality of 61 per cent from New Or- 
leans. Bennett? stated an average mor- 
tality rate of 70 per cent was the rule in 
most hospitals in earlier reports. 

The second period—the “period of en- 
lightenment”—began soon after Wangen- 
steen’s first publications in 1931 and 
1933.'*.'* It includes the years 1933 to 
1946, and a review of 1143 cases. The val- 
ue of x-ray scout films, suction siphonage 
with electrolyte replacements, and indirect 
blood transfusions took popular hold. We 
were amazed at the number of patients in 
whom surgery was not done immediately, 
or even later. Especially were patients 
with acute gastric dilatation, paralytic 
ileus, and adhesive bands immediately, and 
most times, permanently relieved. Others 
were more amazingly improved within a 
few hours so that definitive surgery could 








6 TENDLER, CARTWRIGHT—Acute Intestinal Obstruction 


be accomplished without the former fear- 
some mortality rates. Later in this series 
the addition of the Miller-Abbott tube 
(1939), amino acid and vitamin therapy 
as well as the more frequent use of plasma 
(for a time) seemed to be valuable addi- 
tions to our armamentarium. The infre- 
quent use of the newer drugs, such as the 
sulfonamides, penicillin, and streptomycin 
appeared in the last couple of years in 
this series. (Table 2). The great improve- 
; TABLE 2 
MORTALITY RATE 
SUMMARY OF 1145 CASES (19383 THROUGH 1446) 








Mortality 
Year Cases Recoveries Deaths Rate 
1933 51 31 20 39. % 
1934 97 66 31 31.9 % 
1935 47 27 20 42.5 % 
1936 88 71 17 19.3 % 
1937 98 81 17 17.3 % 
1938 86 75 11 12.7 % 
1939 114 85 29 25.4 % 
1940 114 84 30 26.2 % 
1941 88 69 19 21.6 % 
1942 66 48 18 27.3 % 
1943 88 70 18 20.4 % 
1944 72 42 30 41.6 % 
1945 64 46 18 28.1 % 
1946 70 50 20 28.5 % 
Totals 1143 845 298 26.07% 


ment in this series was best noted early, 
when the mortality rate dropped from 39.0 
per cent in 1933 to 12.7 per cent in 1938. 
“Something was lost” by 1939, when the 
mortality actually doubled (25.4 per cent). 
It has been suggested that because we be- 
gan experimenting with the Miller-Abbott 
tube in 1939 procrastination in surgery 
was the thief. However, improvement in 
its use did not help restore the results 
obtained in 1936, 1937, and 1938. The de- 
pleted staff and resident surgeons during 
the war years was reflected in the statis- 
tics from 1941 to 1946. The surgical sta- 
tistics in other diseases in 1944 revealed a 
parallel in intestinal obstruction too.'' The 
summary, from 1933 to 1946, for the 1143 
cases, showed a mortality rate of 26.07 
per cent—almost 100 per cent improve- 
ment of the previous ten years’ 50.9 per 
cent. There was still room for much im- 
provement. 

The third period, 1947 to 1953, inclusive, 


is a review of 684 cases compiled in the 
seven years. The younger staff members 
had returned from the services, and the 
full four year surgical residencies were 
re-established by this time (1946). The 
other “new” factors rediscovered during 
this period were: (1) better anesthesia, 
due to the establishment of a full time 
anesthesiologist; (2) the establishment of 
a blood bank with the availability of plen- 
ty of life-saving blood; (3) the intensive 
use of the antibiotics—first made freely 
available by the City Fathers. The hospi- 
tal is completely maintained by the City 
of Memphis. The strained budget, before 
1947, prohibited routine antibiotic pre- 
scription; (4) the universal employment 
of scout films in diagnosis; (5) the avoid- 
ance, whenever possible, of delay by pro- 
longed suction siphonage, preparing pa- 
tients as rapidly as possible for surgery; 
(6) the importance of the addition of 
potassium and sodium determinations to 
other biochemical tests; (7) the addition 
of the more appropriate solutions for in- 
travenous use (molar-lactate; Ringers-lac- 
tate; invert sugar; potassium chloride; 
Darrow’s solution; etc.) Recent current 
experiments, here and elsewhere, with 
intravenous fat solutions may add to the 
long list of valuable intravenous adjuncts. 
(Table 3) 
TABLE 5% 
MORTALITY RATE 


684 CASES (147 THROUGH 1955) 

















Mortality | 
Cases Deaths Percentage 

1947 105 8 7.62 
1948 113 12 10.62 
1949 98 5 5.10 
1950 74 9 12.16 
1951 67 5 7.46 
1952 110 9 8.18 
1953 117 10 8.55 
Totals 684 58 8.48 


In 684 cases reported there were 58 
deaths with an overall mortality rate of 
8.48 per cent. The highest rate appeared 
in 1950, 12.16 per cent and the lowest in 
1951, 7.46 per cent. 

THE ELAPSED TIME FACTOR 
(The relationship of mortality to the 
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time of onset of disease and admission 
to the hospital) 

The early diagnosis and early treatment 
of acute intestinal obstruction go hand in 
hand in reducing the mortality rate, no 
matter what its cause. A patient with ad- 
hesive obstruction or strangulated hernia, 
cperated upon within hours after onset 
can be assured of a minimum risk. The 
addition of days of delay in admission 
presents formidable obstacles to good re- 
sults. Table 4 reveals the elapsed time, in 

TABLE 4 


ELAPSED TIME FACTOR 
1824 CASES (1933 TO 1953 INCLUSIVE) 











Elapsed Time Mortality 
(Onset to admission) Cases Recovered Died Percentage 
72 hours or more 544 356 188 34.56 
48 hoursto 72 hours 186 141 45 24.19 
24 to 48 hours 241 199 42 17.04 
Up to 24 hours 794 728 66 8.32 
Not recorded 62 45 17 





days, from onset to admission, with its 
revealing consequences of delay. Patients 
admitted within twenty-four hours after 
onset exhibited a mortality of 8.32 per 
cent. There was more than a 100 per cent 
increase in mortality in the second twenty- 
four hour period, to 17.04 per cent. It 
rose to 300 per cent in forty-eight hours 
and to more than 400 per cent in seventy- 
two hours or more. These figures have 
been tabulated since 1933, a summary of 
1824 cases. They represent a vigorous in- 
dictment against delay. All of today’s 
modern therapy and surgery are of little 
avail to more than a third of the patients 
admitted four days after the onset of ob- 
struction, 34.56 per cent. The chances are 
better than 10 to 1 in his favor if he is 
admitted within the first twenty-four 
hours, 8.32 per cent. These are potent 
figures to convince physician and medical 
student as well as the layman. Bramlett, 
Hardy and Wilson * emphasize the serious- 
ness of delay and its influence on mortali- 
ty especially after admission, urging more 
rapid preparation for surgery. 
RACE MORTALITY RATES (1947-1953) 

Since the hospital averages about 4 to 
1 negro over white admissions, it was 
thought that there might be some _ un- 


revealed factor in the comparative mor- 

tality rate. There was none. There were 

595 colored and 89 white patients in the 

series. (Table 5) Only 1.26 per cent sepa- 
TABLE 5 


MORTALITY RATE 
NEGRO AND WHITE (1947 THROUGH 1955) 














Percentage 

Mortality of Total 

Cases Deaths Percentage Deaths 
Negro 

Male 329 29 8.81 48.11 

Female 266 22 8.27 39.93 
White 

Male 53 4 7.55 6.89 

Female 36 3 8.33 5.17 

Totals 684 58 8.48 100.00 





rated the male colored group (which was 
the greater) from the male white group. 
The female groups were practically identi- 
cal. However 48.11 per cent of all deaths 
(329) were colored male. 
OPERATIVE RECORD 

Patients with strangulated hernia pre- 
sented the best operative record in that 
the great majority were admitted within 
the first twenty-four hour period of their 
disease. (Table 6) Most of the simple re- 


TABLE 6 

















OPERATIVE RECORD—684 CASES 
(1947-1953 INCLUSIVE) 
Number 
Oper Mortality 
ations Recovery Deaths Rate 
Simple Reduction 235 228 7 2.94% 
Lysis of Adhesions 197 187 10 5.08% 
No Surgery 158 145 13 8.23% 
Intestinal Resection 56 40 16 28.57% 
Enterostomy or 
Colostomy 25 15 10 40.00% 
Entero-enterostomy 11 9 2 18.18% 
Ileocolostomy 2 2 0 00.00% 
684 626 58 8.48% 
ductions were strangulated hernia. Volvu- 


lus, 32 cases, with 2 deaths, was also in 
this group; as was intussusception, 27 
cases with one death. Many patients, 
critically ill, with gangrenous bowel, re- 
quired resection; 56 cases with 16 deaths 
were recorded, a mortality of 28.57 per 
cent. The most seriously ill, and some- 
times nearly moribund, comprised the 
group in whom enterostomy or colostomy 
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under local anesthesia was performed. In 
this group 25 patients were operated upon 
with 10 deaths, a mortality of 40.0 per 
cent. Thirteen patients were considered 
near death upon admission. None were 
operated upon and all died. 
ANESTHESIA RECORD 

There were a larger number of general 

inhalation anesthesias than spinals. (Table 


7) The School of Anesthesia, with the 
TABLE 7 
-ANESTHESIA RECORD (1947-1953 INCLUSIVE) 
Mortality 
Operations Died Rate 
General 259 23 8.84% 
Spinal 245 20 8.12% 
Local 22 2 9.09% 
526 45 


In 1941 - 1946 Series: 
280 General Anesthesias with 80 deaths: 28.9% 
74 Spinal Anesthesias with 16 deaths: 21.6% 


cooperation of the surgical residents, con- 
sider certain cases, especially the cyanotic 
patients, as better risks when an intra- 
tracheal tube, with a liberal supply of 
oxygen, is used. There was very little 
difference in the overall mortality between 
spinal and general anesthesia. However, 
the better anesthesia in the 1947-1953 
series stands out in marked contrast to the 
1941-1946 series. Choice of anesthesia as 
well as proficiency in administration play 
an important role in the operative manage- 
ment of intestinal obstruction. 
PREVIOUS ABDOMINAL SURGERY 

Recently numerous observations in the 
literature point to the rising number of 
cases of acute intestinal obstruction due to 
postoperative adhesions, Becker ' Mershei- 
mer and Winfield ® Parker,” etc. (Table 8). 
Of the patients in this series, 45.2 per cent, 
314 patients, revealed a history of one or 
more previous abdominal operations. Pel- 
vic surgery and appendectomies are far in 
the lead in the procedures previously done. 

THE CAUSE OF OBSTRUCTION 

In comparable series, here and else- 
where, the number of cases of postopera- 
tive adhesions is definitely on the rise. 
Though one cannot assuredly put the fin- 
ger of blame on a previous operative pro- 
cedure as the definite cause of the ad- 


TABLE 8 
PREVIOUS ABDOMINAL SURGERY 
(147 TO 1953 INCLUSIVE) 


One or more 


Cases Operations 
EEE. toziseinsstcaiaaanceccesinee 105 45 
1948 113 51 
1949 : a i 57 
1950 ~ 38 
1951 ‘ «= 8 47 
1952 110 29 
1953 117 47 

684 314 


45.2% of 684 patienes revealed a history of one 
or more previous abdominal operations. 


hesive obstruction in every case, there 
were 252 cases of postoperative adhesions 
in this series. In all there were 335 cases 
or 48.96 per cent. As the number of cases 
due to adhesions rises, there is a percentage 
decrease in the number of strangulated 
hernias (C. F. Dennis *) ; 34.51 per cent of 
the cases were in this category, 165 ingui- 
nal, 26 femoral and 21 umbilical. (Table 
9) 
TABLE 9 


CAUSE OF OBSTRUCTION (684 CASES) 
(1947-19583 INCLUSIVE) 


Adhesions (48.96%) | Volvulus (4.97% ) 





Post-operative 252 Sigmoid 27 

Post-inflammatory 83 Small Bowel 5 

335 32 

Hernia (34.51% ) Intussusception (3.95% ) 

Inguinal 165 All types 27 
Femoral 26 Malignancies (3.81% ) 

Umbilical 21 Sigmoid 7 

Incisional 15 Cecum 6 

Internal 4 Carcinomatosis 4 

Diaphragmatic 3 Descending Colon 3 

Epigastric 2 Transverse Colon 2 

— Rectum 1 

236 Pancreas (ileum) 1 

Ovary (sigmoid) 1 

25 

Congenital Bands 7 Adynamic Ileus 7 

Undetermined 6 Fecal Impaction 4 

Mesenteric 
Thrombosis 4 Gall Stone in Ileum 1 


Diverticulitis of Sigmoid 1 


The most interesting feature in the ser- 
ies is the large number of cases of volvu- 
lus of the sigmoid. There were 27 cases 
with but two deaths. Michel and McCaf- 
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ferty’s review of volvulus reveals a defi- 
nite increase in the number of cases seen, 
not only of the sigmoid, but of the cecum 
and transverse colon.? 

There were 27 cases of intussusception 
with one death. Resection was necessary 
in the infant who died soon after surgery. 

Since many malignancies are admitted 
to a general hospital with long standing 
chronic obstruction it was with great care 
that this group was delineated for acute 
occlusions only. There were, however, 25 
cases, mainly of the large bowel, with 7 
deaths. (Table 10) 


TABLE 10 
TERMINAL CAUSES OF DEATH (58) 
(1947-1958 INCLUSIVE) 











Postoperative 
3* Peritonitis 11 Adhesions 4 
3* Strangulated Post-Inflammatory 
Inguinal Hernia 5 Adhesions 2 
* Strangulated 
Femoral Hernia 2 2* Uremia 6 
Strangulated 
Umbilical Hernia 1 * Diabetic Coma 1 
* Strangulated 
Epigastric Coronary 
Hernia 1 Thrombosis 2 
Carcinoma Pulmonary 
of Rectum 3 Embolism 2 
Carcinoma Tubo-Ovarian 
of Sigmoid 2 Abscess 1 
Carcinoma 
of Ovary 1 * Gangrene of Ileum 1 
Carcinoma 
of Pancreas 1 Operative Shock 6 
* Carcinomatosis 1 Apoplexy 1 
Volvulus of 
Hodgkins Disease 1 Sigmoid > 
Intussusception 1 
+ Died shortly after admission : no surgery (13 cases). 


CLINICAL CLASSIFICATION 

The Wangensteen classification of intes- 
tinal obstruction was elaborated and modi- 
fied by us in 1940” to suit our needs. In 
this classification the Adhesive Group was 
separated from Wangensteen’s Mechanical 
Group. We believe that in so doing we 
could also classify our treatment in the 
Adhesive Group more readily. The classi- 
fication was further elaborated so as to 
outline treatment as well. (Table 11) 

In Table 11 is outlined a clinical and 
pathological classification, modified after 
Wangensteen’s original. At a glance it 


& 


classifies the lesion; presents its classifi- 
cation as simple, strangulation or strangu- 
lation-like; and on the same level suggests 
the treatment to be instituted. 


SUMMARY 

A review of three distinct periods in the 
treatment of acute intestinal obstruction 
is presented totaling 2408 cases. The first 
period, 1923 to 1932, a statistical study of 
581 cases with a mortality of 50.9 per 
cent. The second period—‘the period of 
enlightenment’’—an intensive study of 1143 
cases from 1933 to 1946, improved the 
mortality to 26.07 per cent, almost 100 per 
cent reduction, but still not satisfactory 
according to improved methods of diagno- 
sis, treatment and improvements in opera- 
tive technique. The third period, ushered 
in by the immediate post-war period, with 
improvements in anesthesia, the establish- 
ment of the blood bank, the intensive use 
of the antibiotics, the emphasis on earlier 
surgery, the improvement and elaboration 
of new intravenous electrolyte therapy 
plus better understanding of sodium and 
potassium interchange, plus alert staff 
and resident cooperation and enthusiasm, 
has led to marked reduction in the mortali- 
ty rate. This latter group comprises 684 
cases, with a mortality rate of 8.48 per cent. 

CONCLUSIONS 

1. To attain and maintain a low mor- 
tality figure in acute intestinal obstruc- 
tion, it requires constant, vigorous appli- 
cation of all the newer concepts in diagno- 
sis, disturbed body chemistry, blood and 
fluid imbalance, intestinal decompression, 
preoperative and postoperative antibiotic 
therapy, and specific, definitive surgery 
to be carried out just as soon as the pa- 
tient can be prepared for it. 

2. Delay in admission to the hospital, 
compounded by delay in the proper timing 
of surgery are still the two main factors 
which increase the overall mortality. 


3. Postoperative adhesions now over- 
shadow all causes of obstruction, surpass- 
ing strangulated hernias. 

4. There is a definite trend toward an 
increase in the number of malignant ob- 
structions of the colon and of volvulus of 
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TABLE 11 


WAGENSTEEN 
ACUTE OBSTRUCTION WITH 


(MODIFIED) CLINICAL 
IN 


Clinical Classification 
I. MECHANICAL 
Narrowing of lumen due to: 
1. Strictures of the bowel wall 
(a) Congenital (Atresia 

(Imperforate anus. 
(Neoplastic 
(Inflammatory 
(Traumatic 


(b) Acquired 


i) 


Obturation 

(a) Gallstones 

(b) Fecal Impactions 

3. Compression from without 


AND PATHOLOGICAL 
AN OU 


(Excepting complete 


CLASSIFICATION OF 
TLINE OF TREATMENT INDICATED 


TYPE CASES 


Pathologic 
Classification 


Treatment 





Operation preceded by suction 
siphonage, fluid, electrolyte, 
plasma, blood and protein 
replacement therapy. 

In occlusions, with great dis- 
tention, immediate operation. 


Simple 


occlusions of the 
colon) 





(tumors of pelvis, retro-peritoneum, etc.) 


Suction and replacement 
therapy, then operation. 
Early operation in strangula- 
tion after rapid preparation. 
(Small bowel closed loop) 


Simple or 
Strangulation 





II.. ADHESIVE 
1. Postoperative 
2. Post-inflammatory 

Ill. VASCULAR Oo 
1. Hernia 


(a) External 
(b) Internal 
2. Intussusception 
3. Volvulus 
4. Mesenteric Thrombosis and Embolism 
IV. NEUROGENIC 
1. 
2. 


Adynamic (paralytic) ileus 
Dynamic (spastic) ileus 


the sigmoid. The former is due to the evi- 
dent increase in the average length of life. 
The latter, though actual, presents mys- 
terious and anomalous phenomena. 
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ACUTE MYOCARDIAL INFARCTION, 
ACUTE MYOCARDIAL ISCHEMIA 
AND UNEXPECTED SUDDEN 

DEATH * 

CASES ENCOUNTERED IN 
DURING THE PAST NINE 
ONE-HALF YEARS 

EDWARD MATTHEWS, M.D. 
MARION J. LeDOUX, M.D. 

NEW ORLEANS 
This study has been undertaken with a 
twofold purpese: first, to summarize and 
appraise our own experiences with acute 


Diagnosis and treatment of 
Northwest Med., 30:389, 1951 
R.: Treatment of 


suction with duodenal 





PRIVATE 
AND 


A STUDY OF 
PRACTICE 


* Presented at a joint meeting of the Or- 
leans Parish Medical Society and the Hotel Dieu 
Visiting Staff, November 14, 1955. 
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myocardial infarction and acute myocar- 
dial ischemia; and second, to ascertain the 
incidence and the circumstances of unex- 
pected sudden death in our patients pre- 
sumably due to coronary artery disease. 
There have been many studies published 
concerning acute myocardial infarction 
and ischemia, episodes of which are usu- 
ally treated in hospitals and thus readily 
subject to statistical analysis. There is 
little in print, however, concerning the 
relative incidence of sudden death. This 
all too frequent catastrophe generally oc- 
curs outside the hospital, is rarely ac- 
curately diagnosed by electrocardiogram 
or autopsy, and thus, is usually ignored in 
statistical studies of the complications of 
coronary artery disease. 


The perioc covered by this study is from 
April 1, 1946, to October 1, 1955. All pa- 
tients herein described were private pa- 
tients under the management of either or 
both of us. 

I ACUTE MYOCARDIAL INFARCTION 

The diagnosis of acute myocardial in- 
farction was based on the typical EKG 
pattern of a signficant Q wave with ele- 
vation of the RS-T segment, or on the 
findings at autopsy. In a few cases in 
which the EKG pattern was not quite con- 
clusive, infarction was judged to be pres- 
ent if there was a compatible clinical pic- 
ture, including fever, leucocytosis and an 
elevated sedimentation rate. 

There were 128 attacks of acute myo- 
cardial infarction in 118 patients under 
our direct care. An additional 11 patients 
seen once or twice in consultation are not 
included. Of the 118 patients all but 3 
have been followed to the present or to 
death. Of these 3, 2 were followed for 
only one month and 1 for only one year. 
Of the 128 attacks, 17 were treated out- 
side the hospital and 111 in the hospital— 
102 in Hotel Dieu Sisters Hospital, 6 in 
Touro Infirmary, 2 in Mercy Hospital and 
1 in Southern Baptist Hospital. 

SEX AND AGE 

The sex and age distributions (Table 1) 
were quite similar to those noted in other 
studies. The male to female ratio was 


TABLE 1 
ACUTE MYOCARDIAL INFARCTION—DISTRIBUTION 
BY SEX AND AGE 
































Total Attacks—128 
96 32 
7 Male “Age Female 
2 31-35 0 
6 36-40 3 
4 41-45 1 
18 46-50 0 
| | 21 51-55 3 : 
15% 4 44% 4 
eh waied 56-60 5 | 
( 
12 61-65 10 | 
<a | 460% 69% 
7 66-70 5 | | 
A, | 
2 71-75 2 
——— ] 
2 76-80 1 
1 81-85 3 





exactly 3:1 by number of attacks (96:32), 
and about 3:1 by number of patients (88: 
30). The age range for males was 31-83 
and for females 38-83 years. The peak 
incidence for males was from 51-60 years 
(44 per cent), and for females 61-70 
(46 per cent). Seventy-five per cent of 
attacks in males occurred in the age period 
46-65 and 69 per cent of attacks in females 
in the age period 56-75. In males age 40 
or younger, there were 8 attacks in 6 
patients. Of these 6 young men, none was 
hypertensive but 4 were overweight; 1 has 
since developed diabetes, 1 has a parent 
with diabetes and angina, and another who 
now has gout has diabetes in both parents, 
coronary heart disease in one parent and 
gout ina brother. This is quite similar to 
the pattern of heredity found by others in 
a study of young men with coronary heart 
disease.2, Whereas there were 30 attacks 
in males age 50 or younger, there were 
only 4 attacks in females in this age 
group. One woman had 2 attacks 5 
months apart at age 38. Both ovaries had 
been removed two years before. A second 
woman, who had her attack at age 40, had 
been hypertensive for ten years. The 
woman who had her attack at age 42 had 
had both ovaries removed the year before. 
These findings are in accordance with the 
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old observation that the woman with func- 
tioning ovaries is almost entirely free 
from coronary artery disease, provided she 
does not have hypertension or diabetes. 
CARDIAC STATUS PRIOR TO INFARCTION 
The cardiac status prior to infarction is 
shown in Table 2. One half of the attacks 
TABLE 2 
ACUTE MYOCARDIAL INFARCTION 128 ATTACKS 
CARDIAC STATUS PRIOR TO INFARCTION 


Approxi - 


Instances mate 
Hypertension ——_— oe 
Known Coronary Disease: 
(Angina plus infarction) 64 50 
Angina 49 38 
Enlarged Heart 34 27 
No Cardiac Disease 28 22 
Previous Infarction 15 12 
Unrecognized Angina 9 7 
Previous Congestive Failure 6 5 
9 


Valvular Disease 2 


occurred in patients known to have coro- 
nary artery disease. On the other hand 
almost one fourth of the attacks occurred 
in patients without known heart disease 
of any type and without hypertension. On- 
ly 5 ver cent of the attacks occurred in 
patients with previous congestive heart 
failure. Fifteen attacks (11.7 per cent) 
occurred in patients who had already had 
one or more attacks of myocardial infarc- 
tion; of these 15, 4 were in patients age 
10 or younger. 
CLINICAL PICTURE 

The onset of an attack of acute myocar- 
dial infarction is usually accompanied by 
symptoms sufficient to immobilize the pa- 
tient until the doctor arrives or to lead to 
the patient being taken directly to a hos- 


pital. On the other hand the symptoms 
may be so mild that the patient is still 


on an ambulatory status when the diagno- 
sis is revealed by an electrocardiogram 
taken in the doctor’s office or in the hos- 
pital Heart Station. This was true in 16 
of the 128 attacks in this series. In 9 of 
these 16 attacks the patient was still in 
pain, present for one to four days. In 2 
attacks the pain had ceased two to seven 
days before examination. In 5 attacks, the 
diagnosis was made from eight to twenty- 
eight days after the probable onset of in- 


farction, the patient in each case having 
been ambulatory for all but a few days of 
this time. Indeed, one stubborn patient, a 
businessman of 60, refused to go to bed 
even after he was told of his diagnosis. 
He continued to work daily and to go out 
socially—yet made an uneventful recovery 
and is alive today, seven years later. 

There was no pain at onset in 3 cases. 
One of them was in the immediate post- 
operative period and died after a few 
hours of acute left ventricular failure. 
The true diagnosis was established only at 
autopsy. In the other 2 cases the attack 
was ushered in with syncope; one of these 
patients had pain two days later at the 
same time that a pericardial friction rub 
was heard. The other patient never had 
pain at any time and is the only truly 
painless infarction in this series. 

The pain was typical or fairly typical in 
114 instances. It was distinctly atypical in 
11 instances, being predominant in one or 
both arms in 4, the abdomen in 3, the back 
ir 2, and the neck and upper jaw in one 
each. 

COMPLICATIONS 
The clinical course was judged to be un- 
complicated in 68 attacks or 53 per cent. 


TABLE 3 
ACUTE MYOCARDIAL INFARCTION 
COURSE 


CLINICAL 





Approxi- 
No. mate % 
Uncomplicated Attacks a OF 53 
Complicated Attacks 60 47 
Death within 3 months ee 18 
Shock are — , i 6 
Arrhythmia . } 6 5 
Auricular Fibrillation 
or Flutter .......... 4 
Ventricular Tachy- 
cardia .... 2 
A-V Block . 10 & 
Partial . 7 
Complete ....... as 3 
Bundle Branch Block .... 4 3 
Congestive Heart Failure 29 23 
Mild ...... ; 17 
Severe . ites ge uae 
Thrombo-embolism . 9 7 
Pulmonary eens x 
Femoral & Pulmonary .. 1 
Possible Pericardial Hemorrhage 3 3 
Pancreatitis -.. . 2 
Diabetic Acidosis 2 2 
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The various complications encountered in 
the 60 other attacks are shown in table 
3. Thromboembolism deserves special com- 
ment. Although this complication occurred 
in only 7 per cent of the attacks and al- 
though no deaths could be attributed to it, 
nevertheless it represented a _ significant 
cause of morbidity, being responsible for 
almost all the hospitalizations of longer 
than four weeks and for all 3 of those 
of eight weeks or longer. Furthermore, 
amputation of a leg was necessary in the 
patient who suffered the embolus to the 
femoral artery. 
TREATMENT 

Important items of treatment are shown 

in table 4. We feel that oxygen is not in- 
TABLE 4 


MYOCARDIAL INFARCTION 
EMPLOYED 


ACUTE TREATMENT 


No. % 
Adequate Anticoagulant Therapy 74 58 
Inadequate Anticoagulant Therapy 10 8 
Late Administration .- 7 
Died within 24 hours = 
No Anticoagulant Therapy 44 34 
Hospital : ; 27 
Home 17 
No Oxygen a 79 62 
Oxygen: Less than 5 days .... 26 
More than 5 days 23 49 38 
Mercurial Diuretics 26 20 
Digitalis 28 22 
Quinidine 38 30 


Levophed, etc. 6 5 


dicated for pain alone and that it need be 
given only when there is dyspnea, cyano- 
sis, shock, significant tachycardia, pulmo- 
nary congestion, or when necessary seda- 
tion impairs respiratory function. Hence 
it was administered in only 38 per cent 
of attacks. 

We began to employ anticoagulant ther- 
apy routinely in all hospitalized patients 
in 1949, omitting it only in patients with 
a complicating disease with a tendency to 
hemorrhage such as peptic ulcer, pancrea- 
titis, or leukemia, and in a few mild at- 
tacks diagnosed late. 

Adequate anticoagulant therapy 


using 
dicumarol was accomplished in 74 in- 
stances. Therapy was considered inade- 


quate if it was started later than forty- 


eight hours after the infarct (7 in- 
stances), or if the patient died within the 
first twenty-four hours of therapy (3 in- 
stances). 

Since our series is not made up of 
alternate control cases and since no deaths 
in either group were due to thrombo- 
embolism, we do not feel justified in draw- 
ing any conclusions from our experience 
as to the value of anticoagulant therapy. 
The results are shown in table 5, along 


TABLE 5 
ACUTE MYOCARDIAL INFARCTION 
ANTICOAGULANT THERAPY 
None 
or In 
Adequate adequate 
This Series 
Total Number 74 44 
Number Thrombo-embolic 
Complications 5 4 
Percent Thrombo-embolic 
Complications ee Th 9% 
Number Deaths 3 7 
Percent Deaths —........ 4% 16% 
AHA Study * 
Percent Thrombo-embolic 
Complications 11% 26% 


Percent Deaths 16% 
with those of the American Heart Associa- 
tion joint study of 1031 cases.* In this 
analysis all deaths occurring in the first 
twenty-four hours after hospitalization 
have been excluded in both series. 

Hemorrhage, presumably due to dicum- 
arol, was definite in only 1 case, and was 
subconjunctival. In 3 other cases peri- 
cardial hemorrhage was suspected but not 
proven. No deaths could be attributed to 
dicumarol. 

MORTALITY 

At the time of this report, 72 patients 
(62.6 per cent) are known to be alive and 
43 (37.4 per cent) are known to have died. 
As already mentioned, 3 patients have 
been lost to follow-up. Of the 43 deceased 
patients, 20 died during the acute attack 
and 23 subsequently. 

For the purpose of this study any death 
occurring within the first thirty days was 
considered to be a death resulting from 
the acute attack of infarction. An analy- 
sis of this thirty day mortality for age 
and sex is shown in table 6. It may be 
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TABLE 6 


ACUTE MYOCARDIAL INFARCTION—THIRTY DAY MORTALITY BY AGE AND SEX 








Male 











Female Total 
Age Attacks Deaths % Attacks Deaths % Attacks Deaths % 
31-40 8 0 0.0 3 0 0.0 11 0 0.0 
41-50 22 1 4.5 1 0 0.0 23 1 4.3 
51-60 42 6 14.3 8 1 12.5 50 7 14.0 
61-70 19 4 21.0 15 5 33.3 34 9 26.4 
71-80 4 1 25.0 3 1 33.3 7 2 28.6 
81-90 1 1 100.0 2 0 0.0 3 1 33.3 
96 13 7 128 20 


13.5 3 


seen that: (1) mortality was higher in 
females (21.9 per cent) than in males, 
(13.5 per cent), and that (2) mortality 
increased progressively with age, from 0 
for age 31-40 to 33.3 per cent for age 
81-90. Four patients age 40 or younger 
have survived 2 attacks each. 

Thirty day mortality by other group- 
ings is shown in Table 7. It was 15.6 per 

TABLE 7 


ACUTE MYOCARDIAL INFARCTION 
MORTALITY 


THIRTY DAY 


Number Deaths 


Total Number © Mortality 


All Attacks 20/128 15.6 
1946 - 1949 10/31 32.3 
1950 - 1955 ..... 10/97 10.3 
All Hospital Attacks -...... 18/111 16.2 
All Home Attacks 2/17 11.8 
First Attacks .... . 18/113 15.9 
Second or Later Attacks 2/15 13.3 
Anterior Infarction 12/59 20.3 
Posterior Infarction 7/60 11.6 
Anterior and Posterior 

Infarction 1/5 20.0 
Lateral Infarction 0/4 


0.0 


cent for the total series and about the 
same (15.9) per cent for first attacks only. 
These figures are considerably higher than 
the 5 per cent mortality in first attacks 
in private patients claimed by Master et 
al.t On the other hand, this 15.6 per cent 
in our series is slightly lower than the 19 
per cent mortality reported in 2 other 
studies.! 5 

It is to be noted that the mortality for 
31 cases treated 1946-1949 was 32.3 per 
cent, whereas for 97 cases treated 1950- 
1955, it was only 10.3 per cent. The high 
mortality 1946-49 is partly explained by 
the retrospective nature of this study. The 
records of all fatal cases have definitely 


1 to 


21.9 15.6 








been located in the special ‘‘deceased”’ file 
whereas the records of some survivors seen 
in the earlier years of the study have prob- 
ably been overlooked. In this series an- 
terior infarction was fatal almost twice as 
often as posterior, 20.3 to 11.6 per cent. 
Percent survival following acute myo- 
cardial infarction from the first day of 
medical care is shown for the whole series 
1946-1955 and for the more recent years 
1950-1955 (Table 8). It will be noted that 


TABLE 8 

ACUTE MYOCARDIAL INFARCTION—PERCENT 

SURVIVAL FROM THE FIRST DAY OF MEDICAL 
CARE THROUGH THE EIGHTH YEAR 


128 Attacks — 


97 Attacks 





Time 1946-55 1950-55 
1 Day 92% 94% 
1 Week 87 91 
1 Month 84 90 
3 Months 81 86 
1 Year 69 73 
2 Years 58 63 
3 years 48 51 
4 Years 39 40 
5 Years 28 20 
6 Years 17 

7 Years 4 

8 Years 2 





the first day carries a high mortality— 
10 of the 20 cases dying in the first thirty 
days died on the first day. Improvement 
in survival in the more recent series is 
chiefly through the first three months: 
90 vs. 84 per cent at one month and 86 vs. 
81 per cent at three months. After three 
months the percentages are quite similar 
for the two groups. Figure 1 shows the 
above data in graphic form. 
CAUSE OF DEATH 
Table 9 shows the cause of death for 
those 20 patients who died during the 
acute attack. Autopsies were obtained in 
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PERCENT SURVIVAL 
@—* 128 ATTACKS -1946-55 
*--© 97 ATTACKS-1950-55 
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20 
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Figure 1. Per cent survival after acute myo- 
cardial infarction—first day through eighth year. 


11, or 55 per cent. Congestive failure was 
judged to be the cause of death in 40 per 
cent. Unexplained sudden death was the 
next most common cause, 30 per cent (20 
per cent with pain and 10 per cent with- 
out pain). There were no autopsies in 
this subgroup. Rupture of the heart ac- 
counted for 15 per cent (10 per cent in- 
volving left ventricular lateral wall and 
5 per cent interventricular septum). Two 
patients are shown as dying of cardiac 
rupture on the first day of treatment. In 
each instance, clinical symptoms had been 
present for about four days before medi- 
cal attention was sought. Shock was con- 
sidered the chief cause of death in 10 per 
cent, and complete A-V heart block in 5 
per cent. No deaths were proven to be 
due to thrombo-embolism or to ventricular 
tachycardia. 


Table 10 shows the cause of death for 
those 24 patients who survived the acute 
attack but died later. Only one (4 per cent) 
died of another proven attack of myocardial 
infarction (his death is tabulated above 
also, with those dying in an acute attack) ; 
yet 17 or 71 per cent undoubtedly died of 
acute inadequacy of the coronary circula- 
tion, with no electrocardiographic or au- 
topsy proof of exact cause. Of these, 4 or 
17 per cent were found dead—2 in bed, 
2 on the street; 13 or 54 per cent died 
unexpectedly—1 without pain and 12 with 
typical cardiac pain. Of this 13, 12 died 
before they could be moved to the hospital; 
1 died suddenly after being in the hospital 
for several days with recurrent cardiac 
pain. An electrocardiogram taken the day 
before death showed no new infarction. 
Autopsy was not obtained. Four patients 
or 17 per cent died of congestive heart 
failure. 

DURATION OF ILLNESS AND DISABILITY 

Table 11 shows the duration of illness 
in survivors and the duration of disability 
in those able to return to work or to their 
former activity. Hospitalization did not 
exceed three weeks in 64 per cent and was 
less than four weeks in 83 per cent. The 
patients were usually sitting in a chair 
for an hour or so three times daily a few 
days before discharge from the hospital. 
After progressive increase in activity at 
home, the first venture which the patients 
made out of their homes was to visit our 
office. The length of time from onset of 
illness to this visit was less than seven 


TABLE 9 








ACUTE MYOCARDIAL INFARCTION—CAUSE OF DEATH IN TWENTY PATIENTS 
DYING DURING THE ACUTE ATTACK 
mane nine First = Day Total . 
Cause Treatment Day 2-30 Autopsiesin( ) C 
Congestive Heart Failure 5 3 8 (5) 40 
Sudden With Pain 3 4 (0) 20) 
Unexpected : 
Death / Without Pain 0 2 2 (0) 10\ 30 
Ruptured Heart Muscle 2 1 3 (3) 15 
Shock 1 1 2 (2) 10 
Complete A-V Block 1 0 1 (1) 5 
Thrombo-embolism 0 0 0 0 
Ventricular Tachycardia 0 0 0 0 
Total 10 10 20 (11) 
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TABLE 10 











ACUTE MYOCARDIAL INFARCTION—CAUSE OF DEATH IN 24 PATIENTS 
WHO SURVIVED THE ACUTE ATTACK BUT DIED LATER 

Cause Death in ~ Death ‘After Total 

First Year First Year Deaths % 
Sudden \ With Pain 6 6 12) 
Unexpected { (Prob. Infarct) > 
Death (Without Pain 0 1 1) 13 54.0 71% 
Found Dead 2 (Bed) 2 (Street) 4 17 
Congestive Heart Failure 1 3 4 17 
Proven 2nd Myocardial Infarction 0 1 1 4 
Cerebral Vascular Accident 1 0 1 4 
Brain Tumor 0 1 1 4 

Total 10 14 24 


TABLE 11 
—DURATION OF ILLNESS IN SURVIVORS 


ACUTE MYOCARDIAL INFARCTION 
AND OF DISABILITY IN THOSE ABLE 














Weeks or Less 2 38 4 5 6 7 «8 8 10 11 12 13 14 15 More 
In Hospital 

90 Cases 157 17 72 1 8 a 

Approx. ‘; 1| 63 19 3 4 1 3 1 1 
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doctor's office % 
From onset until 65 cases 
return to work 

or usual activity % 
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weeks in 65 per cent and less than nine 
weeks in 85 per cent. Return to work or 
to previous level of activity was accom- 
plished within 7 weeks in 10 per cent; 
within ten weeks in 53 per cent and within 
thirteen weeks or three months in 86 per 
cent. The self-employed patients returned 
to work much sooner than those 
salary continued on regardless of 
bility. 

After from acute myocardial 
infarction, most patients are able to re- 


whose 
disa- 


recovery 


TABLE 12 
ACUTE MYOCARDIAL INFARCTION JOB OR 
ACTIVITY EQUIVALENTS PRIOR TO 
ATTACK 


No. Patients 


Inactive or retired 10 8 
Executive 35 30\64% 
Clerical 30 26| 
Housework 16 13) 
Outside selling 19 16 (29% 


Light physical labor 


i.e., electrician 7 6 
Heavy physical labor 
i.e., bricklayer 1 1 
118 100% 


turn to a useful life and usually to the 
same job, provided it does not entail heavy 
physical labor. Table 12 shows the physi- 
cal activity prior to the attack. Only 1 
of our 118 patients, a_ bricklayer, per- 
formed heavy labor. Six per cent per- 
formed light physical labor such as that 
required of an electrician, 29 per cent did 
the equivalent of housework or outside 
selling; and 64 per cent were sedentary, 
including 30 per cent classified as execu- 
tives, 26 per cent as clerks, and 8 per 
cent as inactive or retired. 

The status of our patients who survived 
acute myocardial infarction is shown in 
Table 13. Six per cent remained invalids 
till they died between one and six months 
after the attack. Two per cent are living 
and are still invalids after apparent maxi- 
mum recovery. Seven per cent remained 
partial invalids. Eighty-five per cent have 
returned to economic usefulness, 75 per 
cent to their former jobs or activities, and 
10 per cent to less strenuous work. 

Il. ACUTE MYOCARDIAL ISCHEMIA 

Twenty-seven attacks of acute myocar- 
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TABLE 13 
ACUTE MYOCARDIAL INFARCTION—ACTIVITY 
STATUS OF THOSE WHO SURVIVED THE 
ACUTE ATTACK 


No. Patients 


Same Job 73 75 
Lighter Job 9 10 
Partial Invalid 7 7 
Invalid Till Death 

in 6 Months 6 6 
Still Invalid 2 2 


97 100% 


dial ischemia were encountered during the 
same nine and one half year period in 
which we saw 128 instances of acute myo- 
cardial infarction. It has often been diffi- 
cult both at the time of illness and in ret- 
rospect to decide whether a_ particular 
patient was suffering from an infarction 
of from ischemia. 

Serial electrocardiograms from 1 of our 
cases show the changes which we con- 
sider typical of acute myocardial ischemia. 
(Figure 2). Thirteen of the 27 cases 
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Figure 2. Electrocardiographic pattern before, 
during, and after acute myocardial ischemia. 
showed this extreme inversion of the T 
wave and 8 showed changes of lesser de- 
gree. In 6 cases, the T wave changes were 
considered to be partially obscured—by 
previous infarction in 3, by left ventricu- 
lar strain in 2 and by digitalis in 1. 
There were 16 males and 11 females 
with acute myocardial ischemia. Thus, the 
percentage of females was higher in the 
ischemia group (41 per cent) than in the 
infarct group (33 per cent). The age 
spread was essentially similar, from 34 to 
81 in males and from 37 to 77 in females. 


For males, the peak incidence was at 61- 
70, a decade older than in the infarct 
group, and for females 56-65 or slightly 
younger than in the infarct group. 

The cardiac status prior to the attack 
of ischemia was as follows: No heart 
disease 37 per cent; angina 18 per cent; 
previous myocardial infarction 11 per 
cent; hypertension 44 per cent; enlarged 
heart 30 per cent; congestive heart fail- 
ure 11 per cent; and valvular heart disease 
7 per cent. 

The clinical picture was essentially iden- 
tical with that of the milder attacks of 
acute myocardial infarction. Indeed, the 
pain in many of the ischemia patients was 
greater in both severity and duration than 
in many of the infarct patients. Only one 
patient had a painless attack and the pain 
in her case may have been obscured by 
postoperative sedation. Unexplained tachy- 
cardia led to the diagnosis in her case. 
In 2 patients syncope occurred and in 3 
others there was a significant fall in 
blood pressure. 

Twenty-two of the 27 were treated in 
the hospital and 5 at home. It is interest- 
ing to note that the indirect signs of in- 
farction were frequently present. Tem- 
perature over 100° F. orally, occurred in 
5 of 24 patients, or 20 per cent. A leuco- 
cytosis of over 12,000 was noted in 7 of 22 
patients or 32 per cent. A sedimentation 
rate of over 15 for males or over 20 for 
females (Cutler method) was noted in 14 
of 21 patients, or 67 per cent. Seven of 21 
patients, or 33 per cent, had 2 of the three 
features listed above and 2 patients or 10 
per cent had all 3 features, yet the electro- 
cardiogram was such that we chose to 
classify these patients as ischemia rather 
than infarction. 

None of the patients was hospitalized 
for more than four weeks. One quarter 
left before fourteen days and three quar- 
ters before twenty-one days. Dicumarol 
was employed just as for myocardial in- 
farction in 14 of the hospital cases or 
64 per cent. 

There were no fatalities from the acute 
attack or in the first thirty days. Six of 
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the patients have subsequently died—2 of 
unexpected sudden death, 1 of a probable 
myocardial infarct, one of congestive heart 
failure, 1 of a carcinoma of the kidney and 
1 of a ruptured aneurysm of the abdom- 
inal aorta. Of these 6 who died, 4 died 
within a year of the ischemic episode (2 
of these had had previous infarcts) and 2 
died in the third year after the attack. 

Of the 21 still alive, 13 have survived 
more than two years since the attack, and 
8 have been followed less than two years. 
Five patients have had no angina since 
the ischemic episode and 5 others experi- 
ence it only rarely. 

From the observations recorded in this 
series of patients we are led to agree with 
others who believe that: 

1. Acute myocardial ischemia is usually 
the result of acute coronary occlusion, 

2. It is often difficult to distinguish 
clinically between ischemia and infarction, 
and 

3. Subendocardial infarction is probab- 
ly present in many cases diagnosed only as 
ischemia." 

Ill, UNEXPECTED SUDDEN DEATH 

By “sudden” death we mean the abrupt 
transition in a matter of minutes or at 
most of a few hours from a state of rela- 
tive health or well being to the deceased 
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state; and by “unexpected” we imply that 
such sudden death could not have been 
anticipated a few hours before. 

In this study we are concerned only 
with those patients whose death was pre- 
sumably due to an acute inadequacy of 
the coronary circulation. We of course 
encountered other causes of sudden death, 
recognized by the clinical picture before 
death or by autopsy. These included: 7 of 
rupture of an aortic aneurysm (6 proven 
by autopsy)—1 congenital of the root of 
the aorta, one dissecting aneurysm nearly 
three years old, 2 syphilitic of the thoracic 
aorta and 3 arteriosclerotic of the abdom- 
inal aorta; at least 4 cerebrovascular acci- 
dents with death within three hours of 
onset; 5 cases of massive pulmonary em- 
bolism, 4 proven by autopsy, and 1 case 
of exsanguinating gastrointestinal hemor- 
rhage with death within three hours. 

We have encountered in the past nine 
and one half years 58 instances of sudden 
death presumably due to coronary artery 
disease. An analysis of these deaths is 
given in Table 14. Twenty-five of the pa- 
tients or 43 per cent had had a previous 
myocardial infarction with recovery, in- 
cluding 17 treated by us during the acute 
attack. Three patients had had ischemia, 
and 27 patients or 47 per cent had had 











TABLE 14 
UNEXPECTED DEATH PRESUMABLY DUE TO CORONARY ARTERY DISEASE 
—— / Previous Cardiac Status 
—_—_ Coronary Disease patsciatiet 
but Chiefly 

Circumstances No Known Myocardial Myocardial Congestive 
of Death Disease Angina Ischemia Infarction Failure Total 
1. Found Dead 0 4 1 8 4 41 
2. Seen to fall over and 0 0 1 2 0 3 

die without complaint 
3. Typical coronary artery 2 9 1 8 4 24 

pain, doctor called but 

patient dead on arrival 

of one of us (14 cases) or 

another M.D. (10 cases) 
4. Clinical picture compatible 1 6 0 7 0 14 

with acute myocardial 

infarction—seen by one 

of us but death before 

EKG obtained and no 

autopsy 

Total 3 19 3 25 8 58 
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angina, of whom 8 suffered chiefly from 
congestive heart failure. Only 3 patients 
had had no recognized coronary disease. 


Seventeen patients were found dead: 
5 in bed, 4 on the bathroom floor, 3 else- 
where on the floor at home, 2 in bed in 
the hospital, 1 on the floor of his hospital 
room, 1 in a chair, and one on the street. 
Three patients were observed to fall over 
and die without complaint: 1 at work, 
1 at a committee meeting and 1 during 
sexual intercourse. 


Twenty -four patients complained of 
typical coronary pain but died before ar- 
rival of a physician. Death was pro- 
nounced by one of us in 14 instances and 
by some other doctor in 10 instances. Of 
these 24 patients, 1 died at a carnival ball, 
1 on a fishing trip and 1 in his automobile. 

The final subgroup consists of 14 pa- 
tients whom we reached while still alive 
but who died before an electrocardiogram 
could be obtained and on whom no autopsy 
was performed. These patients presented 
a clinical picture compatible with acute 
coronary occlusion. 


Only 9 patients of the 58 died in the 
hospital. Three of these presented a pic- 
ture compatible with acute myocardial in- 
farction but death occurred before an 
electrocardiogram was obtained and no 
autopsy was permitted. Five patients were 
in the hospital for angina decubitus occur- 
ring several months to several years after 
previous myocardial infarction. All died 
suddenly with no electrocardiographic evi- 
dence of new infarction in the latest trac- 
ing. Autopsy in one patient showed two 
old infarctions but no new lesions. One 
patient with an old myocardial infarction 
died suddenly after apparent improvement 
of his congestive failure. Autopsy of this 
patient also showed two old myocardial 
infarctions but no new lesions. 

DISCUSSION 

As practitioners of internal medicine, 
we respond to emergency calls and to calls 
to the home. We are thus afforded a 
broader view of the total spectrum of 
coronary artery disease than is the con- 
sultant cardiologist who sees patients only 


in the office or hospital. 

The surprisingly large number of in- 
stances of unexpected death has led us 
to believe that a falsely optimistic view of 
coronary artery disease is held by those 
who regard acute myocardial infarction 
with its 5 to 20 per cent fatality rate as 
the most serious complication of coronary 
artery disease. During the nine and one 
half year period of this study we en- 
countered 128 attacks of acute myocardial 
infarction, with 20 deaths, and 58 in- 
stances of sudden death, presumably due 
to coronary inadequacy but not proven to 
be infarction, and therefore, not eligible 
for inclusion in statistical studies of in- 
farction alone. In approximate figures 
this represents (1) one sudden death for 
every two attacks of acute myocardial 
infarction (58:127) and (2) three deaths 
too sudden for exact diagnosis for each 
death due to proven myocardial infarction 
(58:20). 

SUMMARY AND CONCLUSIONS 

1. During the past nine and one half 
years we have encountered in private prac- 
tice 128 attacks of acute myocardial in- 
farction, 27 attacks of acute myocardial 
ischemia, and 58 instances of unexpected 
sudden death in patients with coronary 
artery disease. 

2. Various analyses of these 3 compli- 
cations of coronary artery disease have 
been presented. 

3. It is often difficult to distinguish 
between acute myocardial infarction and 
ischemia. 

4. In our private patients with coro- 
nary artery disease unexpected sudden 
death was almost half as frequent as was 
acute myocardial infarction and accounted 
for nearly 3 times as many deaths. 
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THE PAINFUL SHOULDER 
JACK W. NEWPORT, M. D. 
RUFUS H. ALLDREDGE, M.D. 
DANIEL C. RIORDAN, M.D. 
NEW ORLEANS 

Painful shoulder conditions are frequent 
and may cause prolonged disability. An 
understanding of the many causes of the 
painful shoulder is important because 
proper treatment depends upon the correct 
diagnosis. 

The shoulder region includes four joints 
that work in harmony to give smooth 
function. Malfunction of any of these 
joints interferes with the so-called scapu- 
lohumeral rhythm. The shoulder joint has 
a wide range of motion requiring a loose 
capsule. The arm is supported by muscles 
and joint capsule. The four short rotator 
muscles carry a large part of the weight 
of the arm. These muscles are the supra- 
spinatus, infraspinatus, subscapularis, and 
the teres ininor. These four muscles fuse 
into one common tendinous cuff which 
joins with the capsule close to its insertion 
into the anatomic neck. These four mus- 
cles function to maintain the humeral 
head in the glenoid while the deltoid and 
supraspinatus act simultaneously to abduct 
the arm. Inman, Saunders, and Abbott * 
have shown that there is a constant re- 
lationship of scapular to humeral motion, 
the ratio being two of humeral to one of 
scapular. 

The subacromial bursa is interposed be- 
tween the musculotendinous cuff and the 
overlying acromion process. This bursa is 
usually quite extensive and extends back 
to the coracoid process and down under 
the deltoid. 

CAUSES OF PAINFUL SHOULDER 

The case histories of 136 patients with 
~* Presented at the Seventy-fifth Annual Meet- 
ing of the Louisiana State Medical Society, New 
Orleans, May 4, 1955. 


the chief complaint of painful shoulder 
were reviewed. In half of these cases the 
x-rays revealed calcific deposits in the re- 
gion of the greater tuberosity. These were 
diagnosed calcific tendinitis because it is 
known that the calcium deposits originate 
in degenerating tendinous tissue. Twenty- 
eight, or 20 per cent, of the group were 
diagnosed subacromial bursitis. These pa- 
tients had no calcific deposits in their 
x-rays but had the tenderness and pain of 
bursal irritation. Thirteen, or about 10 
per cent had enough restriction of motion 
to be classified as adhesive bursitis; also 
known as adhesive capsulitis, or frozen 
shoulder. Another 10 per cent had pain 
referred to the shoulder region as a result 
of osteoarthritic changes of the cervical 
spine. These people tend to protect their 
shoulders and stiffness is a common com- 
plication. Other causes for shoulder pain 
include tears of the rotator cuff, bicipital 
tenosynovitis, fibrositis and myositis, old 
fracture deformities, acromioclavicular ar- 
thritis and neoplasms. Referred pain from 
visceral organs must always be considered 
in the differential diagnosis. The shoulder- 
hand syndrome, (reflex dystrophy of the 
upper extremity), results in a painful, 
stiff shoulder. No attempt will be made 
to discuss all causes of shoulder pain but 
only a few of the more common conditions 
will be considered. 
CALCIFIC TENDINITIS AND SUBACROMIAL 
BURSITIS 

The term subacromial, (subdeltoid), bur- 
sitis is commonly used as a “catch-all” in 
diagnosing shoulder pain. The bursitis is 
infrequently a primary condition. The 
most common cause for shoulder pain and 
disability is due to calcific tendinitis which 
is a degenerative process involvng the 
musculotendinous cuff. Codman'! in his 
classical book on the shoulder, written in 
1934, described clearly these degenerative 
changes. The degenerative process is ap- 
parently due to the wear and tear of 
everyday living and is most common in 
white collar workers between forty and 
fifty years of age. The calcium deposits 
most commonly occur in the supraspinatus 
tendon. The exact mechanism of calcium 
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deposition is not known but it has been 
postulated that it is due to a localized 
increase in the alkalinity from lack of 
metabolism of the necrotic tissues. When 
the pH of the local tissues is increased 
sufficiently, the calcium carbonate and 
calcium phosphate complex is precipitated. 
The recent deposits are liquid and with 
maturity the deposit becomes firm and 
dry. The bursa becomes secondarily in- 
flamed when the deposit ruptures or when 
an acute deposit is adjacent to the floor of 
the bursa. The acute deposits result in 
intense pain on the basis of increased 
tension. When the tension is _ relieved, 
either by spontaneous rupture into the 
bursa or as a result of needling, the pain 
is relieved. The large, dense deposits of 
long-standing may impinge on the acromi- 
on or coracoacromial ligament during ab- 
duction and produce symptoms. Certainly 
not all cases of calcific deposits produce 
symptoms. We have all seen calcific de- 
posits on routine chest plates in persons 
who have never had shoulder pain. In 
reviewing our cases we have seen calcium 
deposits disappear either with or without 
treatment. After several years the de- 





Figure 1. 
calcific tendinitis of left shoulder. A: small de- 
posits, not very dense. 


A physician, aged 43 years, with 


posits may reappear in the same place or 
in another part of the tendinous cuff. 


Case 1. A 43-year-old physician came to the 
office complaining of left shoulder pain of a few 
months’ duration. X-rays revealed small deposits 
in the region of the greater tuberosity that were 
not very dense. (Fig. 1A). After several dia- 
thermy treatments the symptoms gradually sub- 
sided, although x-rays five months later revealed 
the deposits to be still present, (Fig. 1B). Two 
years later he had an acute episode of the left 
shoulder pain. X-rays showed a different early 
fuzzy deposit, (Fig. 1C). He was treated this 
time with an injection of xylocaine and hydro- 
cortone, followed by a few diathermy treatments. 
There was rather dramatic relief of pain. Five 
months later the deposit had disappeared and he 
was asymptomatic, (Fig. 1D). 

ROTATOR CUFF TEARS 

The degenerative process in the shoulder 
may be manifested by rupturing of the 
musculotendinous cuff. These rotator cuff 
tears are apparently much more common 
than generally recognized, since the inci- 
dence in routine autopsies in the upper age 
group is quite high. They almest never 
occur before the fourth or fifth decade, 





Figure 1. B: Deposits still present after five 
months, although symptoms subsided. 
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Figure 1. C: Two years later a new deposit. 
Treated with xylocaine and hydrocortone injec- 
tions. 





Figure 1. D: 
months. 


Deposit disappeared after five 


except from severe trauma. Many cases 
of so-called subacromial bursitis are prob- 
ably small rotator cuff tears. 

The tears are either partial or complete. 
Usually there is just one tendon torn, but 


rarely there is a massive avulsion with 
complete inability to abduct the arm. 
McLaughlin*® states that a complete tear 
of the supraspinatus does not prevent ac- 
tive abduction, provided there is not a tear 
wider than 3 centimeters. One of the 
physical findings in patients with rotator 
cuff tears is free passive motion with 
absence or weakness of active abduction. 
Stiffness seldom occurs early from a com- 
plete rupture, possibly due to the joint 
fluid having free passage into the bursa. 
It is interesting that calcium deposits are 
almost never seen in association with ro- 
tator cuff tears. A palpable defect at the 
site of the rupture is occasionally noted 
and a characteristic crepitus is felt as the 
arm is abducted. If the tear is several 
weeks old, the short rotator muscle bellies 
will be atrophied and frequently there is 
compensatory hypertrophy of the deltoid. 
The x-rays usually show changes at the 
site of insertion of the cuff, consisting of 
irregularity and cystic cavitation with 
areas of sclerosis. 
BICIPITAL TENOSYNOVITIS 

Bicipital tendinitis or tenosynovitis has 
been reported more frequently in recent 
years. It is being recognized more fre- 
quently and some writers feel that it is 
one of the more common causes for the so- 
called frozen shoulder. The long head of 
the biceps tendon is enclosed in the bi- 
cipital groove by a prolongation of the 
synovial lining of the joint. The tendon 
extends into the shoulder joint and at- 
taches to the superior margin of the 
glenoid. Shoulder motions, particularly in 
abduction and external rotation, result in 
the head of the humerus gliding up and 
down the tendon in its synovial sheath. 
This excursion is approximately one and 
one half inches. Any irregularity of the 
bony groove results in degenerative 
changes in the bicipital tendon and in- 
flammatory changes in the synovial ex- 
tension of the joint. The diagnosis is 
made by localization of the tenderness and 
pain in the region of the groove. Flexion 
and supination of the elbow against re- 
sistance result in pain at the anterior 
aspect of the shoulder. De Palma®* states 
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that bicipital tenosynovitis is a constant 
lesion of all frozen shoulders. He believes 
that in many cases it is the primary cause 
and in the other cases it is involved sec- 
ondarily. He believes that when the biceps 
tendon becomes fixed in the groove from 
adhesions, or by surgery, the inflamma- 
tory reaction will subside and motion will 
return. 

The medial wall of the bicipital groove 
is sometimes so oblique that the tendon 
will subluxate. This is an unusual condi- 
tion but if it is kept in mind the diagnosis 
can usually be made by palpating the ten- 
don as it subluxes out of the groove. 
Occasionally, the degenerative process has 
advanced to such an extent that the proxi- 
mal end of the tendon will rupture with 
lifting a heavy weight. This results in the 
biceps muscle “bunching up” farther down 
the arm. This will weaken the arm and 
surgical treatment is indicated, if the pa- 
tient’s age and general condition justify it. 

PAINFUL STIFF SHOULDER 

The painful stiff shoulder is called by a 
variety of names and, likewise, is caused 
by a variety of conditions. It has been 
called the frozen shoulder, periarthritis, 
and adhesive bursitis or capsulitis. It is 
sometimes referred to as the shoulder- 
hand syndrome when there are elements 
of causalgia. Every medical practitioner 
has witnessed the stiff, painful shoulder 
which results from such conditions as 
Colles’ fracture and osteoarthritis or her- 
niated disc of the cervical spine with 
nerve reot irritation. It is not uncommon- 
ly seen after myocardial infarctions. In 
these chronic cardiac cases it has not been 
definitely settled whether the frozen shoul- 
der is merely due to disuse or to actual 
stimulation of sympathetic nerves by car- 
diac pain producing reflex dystrophy. 

Two main essentials for developing 
frozen shoulder are pain and_ disuse. 
Coventry ? has emphasized that these peo- 
ple have a certain personality type. He 
noticed that they were hyperemotional 
and showed hyperactive vasomotor re- 
sponse. This personality type refuses to 
take the initiative and waits for someone 
to give the magic cure. 


Spontaneous recovery occurs in many 
patients with frozen shoulder. The reason 
for this recovery is not known and it may 
take several months or several years. Not 
all cases will recover spontaneously and 
treatment should not be withheld on that 
assumption. 

DIFFERENTIAL DIAGNOSIS 

The terms fibrositis and myositis are 
rather vague terms and do not describe 
any clear-cut entity. Poor posture may 
produce painful areas in the muscles and 
fascia around the shoulder girdle. Diffuse 
muscle spasm may occur from upper res- 
piratory infections with pain referred to 
the shoulder region. 

Cervical rib and the scalenus anticus syn- 
drome should be considered along with 
other mechanical factors that could produce 
pressure on the brachial plexus and large 
vessels. 

A nonspecific brachial plexus neuritis, 
possibly on the basis of virus infection, 
may begin with diffuse shoulder pain. 
These patients usually give a history of 
recent exposure to cold and damp weather. 
The prognosis is good in these cases, as a 
rule. 

Old acromioclavicular dislocations with 
secondary arthritic changes may result in 
pain on shoulder motion. If the symptoms 
persist after conservative management, re- 
section of the outer end of the clavicle 
will usually relieve the pain, although it 
may weaken the shoulder to a certain ex- 
tent. 

Primary or metastatic tumors to the 
shoulder or cervical region must always be 
ruled out. 

Rheumatoid arthritis and osteoarthritis 
of the shoulder joint occur occasionally 
but offer no particular problem in diag- 
nosis. 

TREATMENT 

The patients with calcific tendinitis 
were treated, in the majority of instances, 
with injections of local anesthetic solution, 
combined with diathermy and exercises. 
If the calcium deposit was early, an at- 
tempt was made to aspirate it. In recent 
years, 1 cc. or 25 mgs. of hydrocortone 
was injected into the area. It is our im- 
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pression that the hydrocortone has defi- 
nitely improved our results, The action of 
the hydrocortone is not definitely known, 
except that it is anti-inflammatory. The 
needling relieves tension and scatters the 
deposit, thus favoring absorption. It is 
important to tell the patient to expect in- 
creased pain for a day or two after the 
injection and to prescribe suitable medi- 
cation for pain relief. Diathermy in- 
creases the inflammatory reaction, favor- 
ing absorption of the deposit. Early ex- 
ercises aid in prevention of shoulder stiff- 
ness. The results in the early cases of 
calcific tendinitis have been very satis- 
factory. The chronic cases and cases com- 
ing in after development of shoulder stiff- 
ness did not respond as quickly or com- 
pletely. These chronic cases will usually 
respond to a program of diathermy and 
active assistive combined with 
injections of with or without 
hydrocortone. 


exercises, 
xylocaine 
Case 2. A 50-year-old white female had been 
having intermittent right shoulder pain for sev- 
The symptoms 
X-rays revealed a 


eral years. acute for ten 


deposit, 


were 


days. large, dense 


— 





Figure 2. 


50-year-old woman with intermit- 
tent right shoulder pain for several years. A: 
Large, dense deposit. 


(Fig. 2A). Xylocaine was injected and a small 
amount of calcium was aspirated. She was given 
several diathermy treatments and progressive 
exercises were started. Three weeks later the 
deposit was diminished, (Fig. 2B), and six 
weeks later the deposit was difficult to see, 
(Fig. 2C). She had no pain and had full mo- 
tion. 


There are exceptional cases, some acute, 
but mostly chronic, which do not respond 





Figure 2. B: 


Three weeks later, after 
caine, diathermy and exercises. 


xylo- 





Figure 2. 
most gone. 
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C: Six weeks, later, deposit 
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to conservative treatment. In these cases 
operative evacuation is advisable. 

Case 3. A 46-year-old woman was complain- 
ing of left shoulder pain of several months’ dura- 
tion. She had previously had three injections 
into the painful area and six x-ray treatments 
without relief. X-rays revealed a large dense de- 
posit in the region of the greater tuberosity, 
(Fig. 3A). A few days later she was taken to 
surgery where two or three liquid deposits and 
several granular deposits were found scattered 
throughout the supraspinatus tendon. Three 
months after the surgery she had a full range 
of motion and was free of pain, (Fig. 3 B). 





Figure 3. 
pain of 
dense deposit. 


46-year-old woman with left shoulder 
months’ duration. A: Large, 
Deposit removed at surgery. 


several 


The calcium deposits are usually scat- 
tered through the fibers of the supra- 
spinatus tendon but may be in the bursa. 
As much as possible should be curetted. 
The shoulder should be carefully placed 
through a full range cf motion to break 
up any intra-articular adhesions. Post- 
operatively, a period of exercises is neces- 
ary to obtain full painless mction. The 
operation usvally results in dramatic re- 
lief of pain. 

We have not used x-ray treatments for 
shoulder ccnditions during the past several 
years. A large number of patients that we 
see have completed one or several courses 





Figure 3. 


B: Three months postoperative. 


of x-ray treatments, usually without bene- 
fit. There have been several favorable 
reports concerning the use of radiotherapy 
in the acute case of calcific tendinitis. 
Since there are inherent dangers in radio- 
therapy, one should rule out partial tears 
or degenerative tendinitis before referring 
the patient to a qualified radiotherapist. 
Excessive treatments or treatment of the 
chronic case can result in fibrosis and 
freezing of the shoulder. 

In considering treatment of the frozen 
shoulder or adhesive bursitis, one should 
determine, if possible, the original cause 
of the pain and treat it. One must remem- 
ber that varied causes, such as pain from 
the cervical region and myocardial infarc- 
tions, can produce this condition. 

Once the shoulder becomes stiff and 
painful, the only way to regain motion is 
to use the joint. This should be carefully 
explained to the patient because he must 
have the determination to carry through 
with the exercises. 

One of the most effective means of 
treatment is by the physiotherapist. Heat, 
diathermy, massage, combined with active 
and passive exercises, will often be all that 
is necessary. 

Injecticn of trigger points and painful 
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areas around the shoulder joint with pro- 
caine may break up pain patterns and en- 
able the patient to exercise more effective- 
ly. In the true sympathetic reflex dys- 
trophy, stellate ganglion blocks may pro- 
duce dramatic relief of pain. 

Bed rest with lateral arm traction and 

an overhead pulley for active exercises 
has been a very effective type of treat- 
ment for difficult cases. 
- Salicylates are used freely but nar- 
cotics are carefully avoided, due to the 
prolonged course of treatment. Systemic 
cortisone has not been used by us, due to 
the dangers of the drug. We have not felt 
that the risk involved justifies the use of 
the drug. 

Manipulation is mentioned last because 
it should be used only after all the other 
methods have been tried. The indications 
for manipulation under anesthesia are in- 
frequent but it still has a definite place. 
It is not indicated for the recent or acute 
case. It is reserved for the chronic case 
where adhesions can be broken up in order 
to initiate recovery. The manipulation 
must be gentle, in order to avoid tearing 
the tendons and fracturing the humerus. 
If too much. stretching is done, the joint 
will freeze up even more. Two or three 
small manipulations are better than one 
large rough one. 

Head halter traction seems to be the 
treatment for cervical radiculitis 
from either osteoarthritis or cervical disc 
herniation. The cervical traction can be 


best 


either continuous or intermittent. Dia- 
thermy and massage relieve the muscle 
spasm. A cervical collar will often be 


enough to relieve some of the nerve root 
irritation. The shoulder joint must be 
mobilized, as described under adhesive 
bursitis. 

In the early stages, bicipital tenosyno- 
vitis is treated by resting the part in bed, 
if possible. The arm should be placed 
through a painless are of motion, daily, 
until the acute inflammation subsides. Hv- 
drocortone infiltration may be beneficial. 
In the chronic or late stage, the long head 
of the biceps tendon is sectioned at its 


insertion in the joint and fixed to the 
bicipital groove in order to eliminate the 


gliding mechanism which produces the 
pain. 
Case 4. A 48-year-old white female was seen 


in the office complaining of right shoulder pain 
of three months’ She said that she 
had had three x-ray treatments and several in- 
jections into the shoulder area, but without re- 
lief. Examination revealed a quite tender bicipi- 
tal groove and she had pain on abduction and 
external rotation. X-rays revealed a large, dense 
deposit, (Fig. 4A). At surgery the calcific de- 
posit was removed. The long head of the biceps 
tendon was edematous and there were filmy ad- 
attached to the inflamed sheath. The 
tendon was sectioned at its insertion and stapled 
in the bicipital groove. After three months of 
physiotherapy she discharged with a good 
result, (Fig. 4B). The diagnosis was bicipital 
tenosynovitis in addition to a calcific tendinitis. 

The majority of writers now feel that 
early repair of cuff tears is not necessary. 
Most patients recover function sufficiently 
without surgery. The muscles of the shoul- 
der are placed in their position of rest, 
which is at the side, with the arm sup- 
ported in a sling. Gradual progressive 
exercises are instituted and the patient is 
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hesions 


was 





Figure 4. 
er pain of three months’ duration. 
reveal large, dense deposit. 
moved and long head of biceps tendon fixed into 
groove with staple. 


48-year-old woman with right should- 
A: X-rays 
This deposit was re- 
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Figure 4. 


B: Three months postoperative. 


observed for a minimum of two weeks in 
order to permit the muscle spasm to sub- 
side and to allow for a more careful 
examination. If the patient cannot main- 
tain the arm in the abducted position, 
surgery is usually indicated. At surgery 
only healthy tissue is apposed without 
tension. Frequently, one must suture the 
tendon end to a groove in the region of 
the anatomical neck through drill holes. 
Surgery may be technically difficult in 
these cases. It is usually beneficial to sec- 
tion the coracoacromial ligament and to 
resect a portion of the acromion and to 
repair the deltoid. Early pendulum exer- 
cises are started. In cases of massive 
avulsion of the rotator cuff, the prognosis 
is so poor that primary shoulder fusion is 
indicated in some of these cases. 
SUMMARY 

Some of the more common 
shoulder pain have been discussed with 
points in differential diagnosis. Most 
of the painful conditions in the shoulder 
joint are due to degenerative changes in 
the rotator cuff. Referred or radicular 
pain may result in muscular inactivity of 
the shoulder girdle wth development of 
the painful, stiff shoulder. Accurate diag- 


cases of 


nosis and early treatment are emphasized 
for best results. 
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THE TREATMENT OF 
STRONGYLOIDOSIS WITH WIN 5047; 


PRELIMINARY REPORT 


GORDON McHARDY, M.D. 
ROBERT McHARDY, M. D. 
DONOVAN C. BROWNE, M.D. 
NEW ORLEANS 

Win 5047, N-(2, 4-dichlorobenzy]) -N (2- 
hydroxyethyl) dichloroacetamine, is under 
clinical evaluation as a non-metallic ameba- 
cidal compound.':* In the course of inves- 
tigation we encountered patients concomi- 
tantly parasitized with Endamoeba histo- 
lytica and Strongyloides stercoralis in 
whom this agent apparently eradicated 
both the protozoa and the nematode. 

Since we have been consistently unsuc- 
cessful in the therapy of strongyloidosis in 
both the symptomatic and asymptomatic 
phases of the infection, we enthusiastically 
began our therapeutic evaluation of Win 
5047 in this infestation. Initial in vitro 
studies indicated no direct influence of 
Win 5047 on motile rhabditiform larvae. 

Initially a therapeutic regimen of 750 
mg. of Win 5047, three times a day for ten 
days was established, but resistance and 
recurrence were encountered. Since the 
compound was well tolerated and has 
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shown no toxicity in extended study * we 
increased the schedule to 4000 mg. daily 
for twenty days. Resistance and recur- 
rence have been frequent, but a reasonable 
incidence of eradication prompts this re- 
port that more extensive trial may estab- 
lish the therapeutic status of the drug in 
strong yloidosis. 

Twenty-seven cases treated have been 
available for an adequate follow-up study 
under our supervision. All 27 patients had 
shown no response whatever to gentian 
violet. 

Stool studies after therapy showed per- 
sistent parasitization in 14 patients. In 7 
patients the infestation was cleared for 
periods varying from eighteen to ninety- 


co) 
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six days, with recurrence in all 7. An 
additional 6 patients have had no demon- 
strable recurrence of the parasite; the 
follow-up has averaged three months, with 
the longest study nine months. The drug 
has shown no side effects in any case. 


SUMMARY 

A well tolerated non-metallic compound, 
Win 5047, Mantomide, may be a useful 
therapeutic agent in strongyloidosis. It 
has proved more efficient and innocuous 
than gentian violet in a limited study. 


° 
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MEDICAL IMPLICATIONS OF 
H.R. 7225 A SERIOUS THREAT 
TO AMERICAN MEDICINE 
“Vice is a monster of so frightful mien, 
As to be hated needs but to be seen; 
Yet seen too oft, familiar with her face, 
We first endure, then pity, then em- 

brace.” 

This quotation summarizes the method 
of approach which socialists in and out 
of the government have adopted to bring 
into operation compulsory sickness insur- 


ance, socialized medicine, and the welfare 
state. The threat of just such an action 
is now pending in Congress. The Bill in 
question is H.R. 7225, known as the Social 
Security Amendments of 1955. This legis- 
lation first was rushed through the House 
Ways and Means Committee meeting in 
brief executive session without public 
hearings. Then it was passed by the House 
of Representatives, on July 18, by a roll 
call vote of 372 to 31, under a procedure 
suspending the rules, barring amendments, 
limiting debate to forty minutes, and re- 
quiring a two-thirds vote for approval. 
This precipitate action was taken despite 
the protests of numerous Congressmen 
who demanded open hearings and careful 
consideration of the bill. 


This bill is now before the Senate Fi- 
nance Committee. Hearings are planned 
during the current month. The danger 
inherent in this bill is that it is another 
and most serious step in the series of 
successive efforts to bring American Medi- 
cine into the welfare state. To appreciate 
the gravity of the situation it is necessary 
to reflect that under the influence of the 
socialist group the people of this country 
have been brought further towards the 
welfare state in the last twenty years than 
in all our previous history. 


When the Social Security Act was first 
put into law in 1935, a group of socialist 
experts tried to have national compulsory 
insurance included in the original bill. 
This was excluded at that time. At ap- 
proximately two year intervals, bills were 
introduced attempting to establish state 
medicine in one stroke. Opposition to 
them was forthright and effective, and 
they did not come to a vote. In 1950, a 
different plan was adopted, and the medi- 
cal profession received its first significant 
setback in its efforts to prevent state 
medicine. A bill which came to be the 
Social Security Act Amendments of 1950 
(P. L. 734, Sec. 1405, 81st Congress, 1950) 
was passed which would supply, among 
other things, medical and remedial care 
for needy individuals 18 years of age or 
older, who were permanently or totally 
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disabled. The next step in the program 
was enacted as a part of the Social Se- 
curity Act Amendments of 1952, provid- 
ing that persons covered under the act, 
cn becoming disabled, would have their 
old age benefits frozen at the time of dis- 
ability onset. It was described as a “foot 
in the door” bill setting up certification 
procedures. This was opposed by organ- 
ized medicine and the clause was inserted 
limiting its action to one year. Two years 
later, in 1954, it was reenacted as Public 
Law 761, this time under Republican ad- 
ministration. The operation of this law 
is such that in the beginning disabled per- 
sons are to go to their own physicians for 
a certificate of disability. However, when 
the program is in full swing it is antici- 
pated that a system of government paid 
physicians will be required. 


The next step in this progression of 
events is H.R. 7225 referred to above. 
This bill now before the Senate would, 
among other things, lower the Social Se- 
curity retirement age for women from 65 
to 62; expand compulsory Social Security 
coverage to all self-employed professional 
groups except physicians; extend monthly 
benefits for permanently and totally dis- 
abled children beyond the age of 18; and 
raise Social Security taxes above the pre- 
viously enacted schedules for the next 
twenty years. The portion of the bill most 
dangerous for physicians is the one which 
would make permanently and totally dis- 
abled persons eligible to receive their 
Social Security retirement benefits at age 
50 instead of 65. This is of particular 
concern to us because these provisions 
would directly affect physicians in the 
practice of medicine. Physicians would be 
involved in determining total and perma- 
nent disability, and providing rehabilita- 
tion services required by the legislation 
before cash benefit is paid. It is pre- 
sumed that in this situation they would be 
under federal regulation. Physicians, it 
is obvious, would be under constant pres- 
sures from government administrators 
and patients seeking disability certifica- 
tion, which would cause increasing har- 


rassment of the medical profession. 

In this guise, therefore, the bill is clear- 
ly another step in the extension of gov- 
ernment control over the medical pro- 
fession. 


As has been pointed out, this bill raises 
grave questions relating to the welfare of 
our patients. There will be points of con- 
flict in our efforts to discharge our ob- 
ligations to those whom we serve. In the 
guise of aiding those who are disabled, it 
would hamper their return to a _ useful 
life. Cash benefits may hinder rather than 
promote rehabilitation of the disabled. 

It is anticipated if this bill passes that 
the next one will be permanent disability 
benefits at any age; then cash benefits 
for temporarily disabled; direct federal 
payments for hospital and medical costs; 
and ultimately, full fledged system of tax 
paid compulsory medical care. 


Successive increments of socialism have 
been introduced in these four bills. The 
most recent one is obviously the most 
dangerous. Estimating the amount of 
danger inherent in a plan of this kind, it 
should be taken into consideration, as has 
been pointed out by others, that socialistic 
manipulation of the machinery of govern- 
ment is attacking American Medicine on 
at least six major fronts for the purpose 
of nationalizing the profession. Three of 
these are the three bills enumerated above. 
The others are: the Veterans program of 
medical care for nonservice connected dis- 
abilities; the medical care program for 
dependents of men in the armed forces, 
for which doctors are drafted under dis- 
criminatory, and what should be uncon- 
stitutional legislation, to provide free care 
for those not in military service; and the 
current effort towards the compulsory in- 
clusion of physicians in the Social Secur- 
ity taxing system. 

The profession faces a major attack at 
this time and in the months just ahead. 
Every physician should inform himself as 
to the implications of this bill. He should 
make every effort to see that his repre- 
sentatives in Congress appreciate the rea- 
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sons why he and the medical profession 
are opposed to it. The position of organ- 
ized medicine may be summarized: that 
the bill would have a far reaching impact 
on the practice of medicine and an un- 


€ 


predictable financial effect on the Social 
Security system. No crisis exists demand- 
ing hasty and ill-considered action in a 
matter so important. Cash handouts would 
hinder rather than promote rehabilitation. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


DO YOU WANT SOCIALIZED OR 
FEDERAL MEDICINE? 

The following information on H.R. 7225 car- 
rying the Social Security Amendments of 1955 
presented by the American Medical Association 
and Association of American Physicians and 
Surgeons is furnished to better inform you as 
to how the Federal Government is attempting 
to nationalize medicine. 


RESOLUTION ON SOCIAL SECURITY 
Adopted Dec. 1, 1955 by the House of Delegates 
of the AMA 

Whereas, The Old Age and Survivors Insur- 
ance section of the Social Security Act has be- 
come an important source of retirement and sur- 
vivors’ security for the American people, and 
Social Security payments represent an important 
element of personal income in the national econ- 
omy; and 

Whereas, Liberalizing amendments to the Social 
Security Act have been so frequently enacted in 
election years as to justify the inference that 
political expediency rather than sound public pol- 
icy was their motivation ;and 

Whereas, The Social Security Amendments of 
1855 (H.R. 7225, 84th Congress) represent an 
irresponsible political approach to amendment of 
the Social Security Act, in that this measure was 
conceived in secret in the Committee on Ways 
and Means, adopted in brief executive session 
without public hearings despite the request of 
many witnesses to be heard, rushed to the floor 
of the House of Representatives before the report 
of the Committee on Ways and Means was avail- 
able, pressured through the House by a maneuver 
which by-passed the Committee on Rules, per- 
mitted no amendments and allowed only forty 
minutes of debate; and 

Whereas, This measure includes sections which 
would authorize payment of federal cash disabil- 
ity benefits to selected individuals under the Old 
Age and Survivors Insurance section of the Social 
Security Act, as a matter of statutory right and 


without regard for the need of these individuals 
for cash assistance; and such cash benefits con- 
tingent on continued disability are known to be 
contrary to sound medical practice in the treat- 
ment and rehabilitation of the physically and 
mentally disabled; and 


Whereas, The American system of the private 
practice of medicine, keeping inviolate the physi- 
cian - patient relationship, has brought to the 
American people the world’s highest standard of 
medical care, any interference by a third party, 
government or private, with the physician-patient 
relationship will destroy the principle upon which 
our successful system of medical care has been 
built and will lead inevitably to the deterioration 
of the quality of medical care available to the 
American people; and 


Whereas, There has never been an adequate, 
objective, unbiased study of the nature, cost and 
scope of the Old Age and Survivors Insurance sec- 
tion of the Social Security Act and its economic, 
social and political impact on the American 
people; therefore be it 


Resolved, That the American Medical Associ- 
ation reiterate in the strongest possible terms its 
determination to resist any encroachment upon 
the American system of medical practice which 
would be detrimental to our patients, the Ameri- 
can people, and be it further 

Resolved, That the American Medical Associ- 
ation urge and support the creation of a well- 
qualified commission, either governmental or pri- 
vate, or both, to make a thorough, objective and 
impartial study of the economic, social and politi- 
cal impact of Social Security, both medical and 
otherwise, and that the facts developed by such 
a study should be the sole basis for objective non- 
political improvements to the Social Security Act, 
for the benefit of all of the American people; 
and be it further 

Resolved, That the American Medical Associ- 
ation pledges its wholehearted co-operation in 
such a study of Social Security in the United 
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States, and will devote its best efforts to procur- 
ing and providing full information on the medical 
aspects of disability, rehabilitation, and medical 
care of the disabled; and be it further 

Resolved, That copies of this resolution be 
transmitted to the President of the United States, 
to all members of the Cabinet, to all members of 
the Congress, and to all constituent state medical 
associations. 


WHY YOU SHOULD OPPOSE HR-7225 
(The Social Security Amendments of 1955) 
HR-7225 was passed by the House last July and 

requires only favorable action by the Senate and 

the President’s signature to become law. 

Social Security (and HR-7225) is wrong on 
many counts: 

1. It operates under communistic compulsion— 
the only way it can function; 

Under compulsion it extracts exorbitant 

taxes (with no limit) in return for so-called 

benefits which are not guaranteed; 

3. It is actuarially unsound because the com- 
pulsorily collected taxes have no relation- 
ship to so-called benefits; the amount of 
forced collections falls billions of dollars 
short of financing the payment of ‘“‘bene- 
fits”: 

4. Its continued actuarially unsound operation 
will require the taxing of our children and 
their children to pay cash “gratuities” to 
old and disabled people of our generation; 

5. It attacks and destroys the moral fibre of 
the individual and the nation; 

6. It kills initiative and the self respect of 

citizens who are better able to provide their 

own “security” than an incompetent bu- 
reaucracy functioning in a government al- 
most $300 billion in debt; 

It is a certain route to socialized medicine 

and overall Socialism; 

8. The 1955 Amendments (HR-7225) would 
require physicians to practice socialized 

Medical certification of disability 
and medical rehabilitation would be done by 
doctors under the control and pay of the 
federal government. 

9. Doctors would face the horrible prospect of 
possible pressures from families, friends, 
ward politicians and even Congressmen, to 
certify a man as disabled, and 

10. Cash payments to the disabled would en- 
courage malingering and obstruct rehabili- 
tation. 


to 


medicine. 


A pamphlet, written by Dr. Marjorie Shearon, 
editor of Challenge to Socialism, describes and 
documents how American medicine has been los- 
ing ground. We urge you to read the pamphlet 
carefully. It isn’t pleasant reading because it 
reports factually on how the socialists are taking 
over the practice of medicine and other parts 
of our economy. However, we hope it will 


have the effect of stimulating you, your col- 
leagues, auxiliary members and all patriotic 
Americans, at all community levels, to take mili- 
tant action against this legislative monstrosity, 
HR-7225. 

The Senate Finance Committee (Senator Harry 
F. Byrd, Chairman) will hold hearings on HR- 
7225 shortly after Congress convenes. AAPS 
will present testimony in opposition to the meas- 
ure at the hearings. However, this is not nearly 
cnough. If American medicine is to halt the 
steady march to Socialism and defeat HR-7225, 
it is going to require the writing of thousands 
of letters and wires by thousands of individual 
citizens to their two Senators and Senator Byrd. 
Local educational campaigns on the implications 
of HR-7225 must be conducted and every legiti- 
mate medium employed to focus wide public at- 
tention on HR-7225 which has been politically 
inspired as a means of offering bribes to the 
voters in an election year. 

Time is short and we urge you to act at once. 

Leaflet No. 4, by Marjorie Shearon, Editor of 
Challenge to Socialism, listing Social Security 
facts in her last paragraph has this to say: 

“Physicians have lost ground steadily since 
1950 in the halls of Congress. They have suffered 
one defeat after another that could have been 
avoided. Apathy and despair have been to blame. 
Unquestionably, 1956 will decide whether Ameri- 
can Medicine is ultimately to be taken over by 
the Federal Government, as in Russia, England. 
and Germany. H.R. 7225 is the bill that will de- 
cide physicians’ fate for decades to come. Social 
Security Amendments are the Legislative Route 
To The Welfare State.” 


We implore each and every member of our 
Society to wire, write or personally contact Sen- 
ators Ellender and Long and also Senator Harry 
F. Byrd, Chairman of the Senate Finance Com- 
mittee, requesting them to do everything within 
their power to defeat this bill as it now stands 
with its damaging amendments. Don’t delay— 
do it now—tomorrow may be too late. 


ARE YOU INTERESTED? 

Our Public Relations Consultants, Perret and 
Kalman and our Legislative representative, Mr. 
Percy J. Landry have been very active during the 
past few weeks in attending District, Parish and 
Hospital Staff meetings in the interest of our 
Society and its members, apprising them of the 
programs inaugurated and being executed for 
the good of organized medicine and the public. 
These gentlemen have appeared on the programs 
of Orleans Parish, East Baton Rouge, Caddo 
(Shreveport) Parish, the 7th District Society at 
Lake Charles, the Second District Society and 
the Staff Society meetings of Mercy and Hotel 
Dieu Hospitals in New Orleans. 

We are in the process of developing a code of 
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ethics and cooperation between the Society and 
the Press with the hope of creating better Public 
Relations between these two groups. 

A newsletter will soon go out to all members 
keeping them informed regarding current prob- 
lems and events of interest to the membership. 
We hope to bring you these messages in a brief 
and concise manner and sincerely hope you will 
give our efforts due consideration in reading the 
newsletter. After all, this is your Society and 
your Consultants in Public Relations and Legis- 
lation and associates are merely doing for you 
that which we sincerely hope you desire us to do. 

Won’t you help us in furnishing information 
about you and your members and the activities 
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of your Parish and District Societies in order that 
your confreres in other sections of the State might 
be kept informed? Any and all news items will 
be welcomed and appreciated. 

Please remember that Public Relations 
Consultants and Legislative Counselor will 
be only too glad of the opportunity of appearing 
on your program and advise with you on any 
matters connected with publicity, TV 
lation. 

If you will write me, your Secretary, every ef- 
fort will be made to fit schedule to 
program and needs. 

Please advise us dates, places and time of your 
Society or medical staff meetings. 


our 
our 


or: legis- 


our your 





MEDICAL NEWS SECTION 
CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date Place 
Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Morehouse Third Thursday of every month Bastrop 
Natchitoches Second Tuesday of every month . 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday of every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays 

of every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


A LOOK AT MEDICAL COLOR TELEVISION 

This year color television will make its fourth 
apperance in the postgraduate teaching program 
of the New Orleans Graduate Medical Assembly. 
The addition of color telecasts to the traditional 
postgraduate teaching programs of professional 
meetings began six years ago when Smith, Kline 
& French Laboratories first sponsored this service 
to the medical profession. 

In June 1949, at the Annual Meeting of the 
American Medical Association, SKF presented 
the first program of any kind ever to be televised 
in color. To date, more than 386,000 doctor- 
visits have been made to SKF telecasts at 79 
medical meetings. The TV Unit has not confined 
itself to this country alone, but has carried medi- 
cal color television to Montreal and Paris as well. 


Permanent color TV facilities already have 
been installed at four universities and three 
school-affiliated hospitals, where it is widely em- 
ployed in undergraduate medical instruction. 

Why has color television been received with 
such wide and enthusiastic acceptance by the 


medical profession? Because it met an urgent 
need of modern medical education, a need brought 
about, ironically enough, by the progress of medi- 
cine. Surgery today requires an operating team 
that surrounds the operating table. Consequently, 
most of the intricacies of an operative procedure 
are lost to viewers seated in an amphitheater, 
even those amphitheaters. that are of the most 
modern design. Thus, as a result of the develop- 
ment of the surgical team, the all-important 
teaching method of close-up observation by stu- 
dents and interested graduates has suffered a 
real setback. The difficulty is much the same in 
teaching clinics. The details of a clinical demon- 
stration often can be seen satisfactorily by only 
a small number of persons, a situation reducing 
the clinic’s teaching effectiveness. 

Color television is “revolutionary” in that it 
not only reinstates the close-up teaching method, 
but greatly improves it. Once having seen the 
ease with which the camera can televise items 
very small or very large in rapid sequence, a 
physician can appreciate what it means to stu- 
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dents and other doctors when the of the 


camera brings them to within inches of operative 


eye 


and clinical procedures. 

When the camera is focused on a surgical field, 
the audience’s view is better than that available 
to some members of the operating team. At 
recent medical meeting where eye operations were 
being televised, the eye seen on the giant 
screens was approximately three feet high and 
four feet wide. While such a vivid picture would 
be no less than horrible to a lay audience, the 
almost unlimited possibilities for medical educa- 
tion implied in this same picture should be ap- 
parent to every physician. 

The possibility of using television for 
undergraduate medical instruction does not mean 
that the staffs of medical schools will have to be 
part actors, part TV technicians. It mean 
that the variety of pertinent clinical 
material views of “live’’ surgical 


a 


as 


color 


does 
greatest 


and close-up 


procedures can easily be brought to vastly in- 


creased undergraduate audiences. Color television 
can be expected to count heavily in any future 
plans concerned with new techniques for medical 
education. 


CHILDREN CAN INHALE SUBSTANCES 
WHICH CAUSE SKIN DISEASES 


such substances as house dust and 
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ragweed pollen can cause skin disease as well as 
asthma in children, said a Philadelphia 
physician. 

Dr. Louis Tuft, Temple University School of 
Medicine, reported on “inhaled” allergens in a 
recent American Journal of Diseases of Children, 
published by the American Medical Association. 

He said for many years allergic eczema, a 
form of skin disease, was treated like other 
“‘eezemas” and was blamed on allergy-producing 
foods such as milk, wheat and eggs. He said 
that food can cause this kind of skin disease but 
that it often results from simply inhaling aller- 
gens notably ragweed. Frequently both skin dis- 
ease and asthma are caused by the same sub- 
stance. 

Chief causes of the disease are house dust, 
plant pollens, wool, silk, tiny scales from animal 
hair or feathers, insecticides, and atmospheric 
molds (particularly in the Midwestern, or grain, 
areas of the country).+ Children may get allergic 
eczema from rabbits, cats, horses, and dogs. 
While some cases may be treated by desensitiz- 
ing injections like those used in asthma, the 
usual treatment is to remove the cause. 

Dr. Tuft noted that it is even possible children 
may be allergic to dander in the scalps of their 
parents—but this has never been proved. Until 
it is, he said, “one must withhold judgment,” but 
it does no harm to take precautions. 


some 





BOOK REVIEWS 


The Human Brain in Sagittal Section; by Marcus 
Singer, Ph.D. and Paul I. Yakovlev, M.D., 
Springfield, Illinois, Charles C Thomas, Publi- 
cation No. 228, 1954. Pp. 81. Price $7.75. 
The accuracy and technical excellence of this 

beautiful atlas of fiber tracts is a tribute to the 

high standards of the authors and the 

The logic of having single large sections which 

give a of the central pathways from 

the medulla to the cortex is borne out. Twenty- 
nine sections, enlarged 1.5 times, are prepared to 
give a complete pattern of the brain from the 
midline to a point 30.9 mm. from this point. Six- 

of the midline sections are enlarged 2. 

times. This atlas should prove a helpful adjunct 

to three-dimensional appreciation of the major 
tracts of the brain for the student at any level. 
W. RANDOLPH PAGE, M. D. 
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The Clinical Significance of Disturbances in the 
Delivery of Sweat; by Marion B. Sulzberger, 
M.D., and Franz Herrmann, M. D., Springfield, 
Illinois: Charles C Thomas, 1954, 55 illus. pages 
212. Price $6.75. 

This book deals first with some of the investi- 
for the quantity and 
cther characteristics of sweat. Resulting physio- 
logical data are presented. 


gative methods assaying 


The author then discusses the pathogenesis and 
characteristics of disturbances in the delivery of 
sweat under the headings of hyperhidrosis, hypo- 
hidrosis and anhidrosis, and dyshidrosis. The 
basic pathological, physiological, and pharmaco- 
logical aspects are presented along with the em- 
phasis on the importance of these sweat distur- 
bances clinically. A considerable number of ex- 
cellent clinical pictures and photomicrographs are 
given. In keeping with its title, this book does 
not deal primarily with the differential diagnoses 
of any specific skin diseases. The known treat- 
ment of the common disturbances is discussed. 
Numerous avenues for new investigative research 
are pointed out from time to time. 

This monograph provides excellent informative 
reading on a subject that is important both to 
the investigative worker and the clinician. 

MARVIN CHERNOSKY, M. D. 


PUBLICATIONS RECEIVED 
Philosophical Library, N. Y.: Hypnotic Sugges- 
tion; Its Role in Psychoneurotic and Psychoso- 
matic Disorders, by S. J. Van Pelt. 
Charles C Thomas, Publisher, Springfield, IIl.: 
Subacute Bacterial Endocarditis, by Andrew Kerr, 


Jr., M.D. 





